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PRENATAL AND POSTNATAL INSTRUC- 
TION: A REPORT OF WORK BEING 
CONDUCTED BY THE MEDICAL 
SOCIETY OF VIRGINIA.” 


M. E. LAPHAM, M. D., Field Clinician, 
Medical Society of Virginia. 

After six months of active work in giving 
post-graduate instruction in prenatal and post- 
natal care to physicians in their own locations, 
it might be well to review the methods of teach- 
ing which have been used, in an endeavor to 
justify the means. The course to each group 
consists of a didactic lecture on what seems to 
be the more important subjects in obstetrics 
and gynecology from a practical standpoint. 

Following the lecture, an informal discus- 
sion takes place, the interest in which varies 
according to the groups. The discussion be- 
comes more active as the course progresses. One 
realizes that discussion is only valuable when 
limited to the subject matter, and an attempt 
is made to prevent too detailed reminiscences 
on the part of the men. However, if a man 
is willing to admit past mistakes, I believe it 
isa valuable method of impressing approved 
methods. I find many men who ask questions 
about recent developments in subjects pertain- 
ing to the course, and many who have read 
about the subject of the lecture before coming 
to the meeting. I try to tell anyone who is 
interested where further reading matter can 
be found on the subject. 

Many men admit during the discussion their 
carelessness in prenatal work, as well as some 
unscientific habits such as inadvised use of 
pituitrin and frequently done vaginal exami- 
nations under poor aseptic technique. In 
some cases physicians try to get by with pro- 
cedures which are known to be bad. simply 
because there seems to be no untoward results 
in most cases, but they do not take into con- 
sideration the ill effects the pernicious prac- 





"Read at the sixty-third annual meeting of the Medical So- 
“ety of Virginia, in Richmond, November 1-3, 1932. 


tices have on a few patients. An endeavor has 
been made to impress the men with the im- 
portance of doing routine, careful work be- 
fore, during and after delivery, so that the 
small minority of patients who are bound to 
have complications will not suffer. I find that 
many points during discussion are made im- 
pressive if I insist upon adhering to well- 
founded rules in obstetrics, and especially if 
some of the men in the class admit that by 
not adhering to certain rules they have had 
bad results. I do believe that a great number 
of the men try to do careful obstetrics when 
possible, but they say that they are handi- 
capped by poor cooperation of the patients and 
by inadequate facilities for proper technique 
during delivery. 

The questions are continually asked how 
more careful prenatal work can be done and 
how the economic problem can be overcome. 
Many patients do not go to a doctor because 
they do not have the money for the prenatal 
visits. I have advised the institution of the 
practice of charging a flat fee for prenatal 
work, delivery and postnatal care. This seems 
the most logical way of getting patients to 
go to a doctor early in pregnancy since they 
know it won’t cost any more. Added to this 
suggestion that the patient pay a small amount 
at each prenatal visit, so that the fee will be 
entirely paid or nearly paid by the time of de- 
livery, seems to be a good way to obviate the 
difficulty of collecting the whole charge sub- 
sequent to delivery. 

The remaining time in each locality is given 
over to personal instruction and consultation. 
This to my mind is a very valuable part of the 
instruction and a method by which the in- 
structor comes in closer contact with the phy- 
sicians and can consequently be of greater 
service to them. None of us are infallible, but 
we do not like to admit ignorance of pertinent 
subjects in public. As I become better ac- 
quainted with the men, they are willing to ask 
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for personal instruction and consultation, and 
then admit that they have not done certain 
routine measures either because of lack of 
knowledge. lack of time or because of care- 
lessness. When it has been pointed out the 
short time it takes to do a careful physica! 
examination, including pelvimetry and pelvic 
examination, and the importance of having a 
history to refer to at all times, then most men 
admit the rationale of doing careful work 
not only for the good it does the patient but 
because it is a way to improve one’s practice, 

An effort has been made to instruct all the 
classes, as well as individuals, in pelvimetry, 
interpretation of pelvic findings and other ob- 
stetric procedures, many of which were not 
taught when some of the older men attended 
medical school, and through carelessness have 
never been made a part of their routine prac- 
tice since. even though they realize their im- 
portance, Printed prenatal and postnatal in- 
structions, as well as obstetrical history blanks, 
have been given out in an effort to impress 
more careful work. 

Clinical demonstrations to the classes have 
been satisfactory and helpful when patients 
were available. The repetition of routine ex- 
aminations has been used and, although boring 
at times perhaps. the assigning of different 
men to do the work has been bene ‘icial to them, 
and I hope has impressed them with the im- 
portance of routine obstetric work. 

The early diagnosis of pregnancy has been 
stressed in these clinics, and I have fortunately 
had several patients to demonstrate the early 
symptoms and signs of pregnancy. I have re- 
sorted to the Zondek-Aschheim test for early 
diagnosis, using the Friedman rabbit test 
modification frequently, not only for diagnosis 
of pregnancy but for differential diagnosis and 
the attempted diagnosis of dead fetus. I have 
also instructed several men in the technique 
of the procedure so that it could be used rou- 
tinely or as consultants called for its use, It 
seems that this has demonstrated the impor- 
tance of early diagnosis and may lead to more 
careful, early prenatal care. 

Finally, as far as the teaching is concerned, 
the mimeographed copies of the lectures have 
been distributed at the end of each day and the 
men seem to read them and ask for copies if 
they have been absent. Many of them tell me 
that they do not have time to read a great 
deal, and the printed lectures give them in con- 
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densed form things that they might never 
have read, 

The reaction to the course in genera! has 


been satisfactory, which is probably best -hown 
by the continued attendance. There have beep 
criticisms, for which I have asked, the major 
one being the lack of clinical material. How. 
ever, different groups have admitted their 
laxity in not obtaining patients. since the Com- 


mittee stipulated that the instructor was not 
allowed to interview patients without the con- 
sent on request of the family physician. This 
difficulty has been obviated in some localities 
yy getting the consent of the class to use pa- 
tients who are being seen by midwives. Many 
of the cases were subsequently referred to 
physicians because of some complications. | 
am sure if the local physicians put forth some 
effort an abundance of patients could be pro- 
cured. The instructor is unable to relieve the 
situation further, and a great deal depends 
upon the interest of the local organizing com- 
mittee. 

The didactic work has not been criticized 
particularly, although some men have sug- 
gested that the plan of procedure and man- 
agement of obstetric cases, as outlined, calls 
for ideal conditions, but I insist that careful, 
clean and even operative obstetrics can be done 
in the home as well as in the hospital. The 
fact that I have stressed various complications 
has not been done so much to outline the treat- 
ment as it has to prevent their occurrence. 

I have tried to make the point, as well as 
has the organizing committee, that my time is 
available for consultation during the entire day 
I am in a locality, especially to instruct the men 
in any procedures mentioned in the lectures 
or to explain some of the complications aris- 
ing during the puerperal state. No attempt 
has been made to see patients without the re- 
quest of the physician, and only then when he 
states that my presence will net supplant a 
local consultant. Most of the visits have been 
to patients who would not have had a consul- 
tant anyway. 

There has been a marked interest shown in 
some of the newer ideas in obstetrics such as 
the Zondek-Aschheim test for pregnancy. 
methods of analgesia during labor, treatment 
of toxemias, and in office gynecologic diagnosis 
and treatment. 

It is difficult to estimate the value of such 
a course only in so far as interest is shown 
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at the time and in the desire for individual 
instriiction. The ultimate good, if any, will 
only be shown in time. In the past five months 
141 clinic patients have been examined and 
103 patients have been seen in educational con- 
sultation. 

Suggestions for improvement of the course 
which might be mentioned include such things 
as having time allotted to each man for instruc- 
tion or consultation, only of course if this 
plan met with approval of the group. Only 
a few patients, however, can be seen in the 
one day and usually I am not asked to see 
patients until after lectures—which gives me 
only a very limited time for consultation work. 

The purchasing of a manikin for demon- 
stration purposes has been asked by a few men. 
The question of the bene‘t as against the ex- 
pense might not justify such a purchase. 

The development of a library service so that 
literature can be available for the men who 
desire it has been suggested. I carry two 
journals with me and smaller pamphlets on 
prenatal care and advice, but probably the best 
way would be to arrange for loans of litera- 
ture from the medical libraries of the State. 

Justification for continuance of the work 
sems to be shown by the request for further 
work in this branch by several of the groups 
as well as for courses in other branches of 
medicine. 

DISCUSSION 

Dr. GREER BAUGHMAN, Richmond: I shall say just 
a word. I was one of Dr. Lapham’s pupils and 
should like to report what a member of the class 
here in Richmond felt about it. I am, of course, 
vitally interested in this plan of teaching. We are 
feeling our way, trying to find whether it is the 
tight way to reduce maternal and infant morbidity 
and mortality. I talked to a good many men, and 
the reports from the men who attended the class 
with me were most satisfactory. The members of the 
dass in Richmond have been rather faithful; about 
twenty-five or thirty (pretty much the same men; 
maybe ten or fifteen change back and forth), were 
very constant in attendance on this course. I think 
lexpress the feeling of the men when I say that the 
course was very satisfactory and very helpful. I al- 
ways expect to get something out of a discussion, but 
jist one little point I got I feel was well worth my 
live dollars, That was Dr. Lapham’s method of hand- 
ling breasts. 

I should like to hear an expression of opinion 
‘rom some of the men who have attended the course 
in different parts of the State. 

Dr. A. E. TurRMAN, Richmond: I had the pleasure 
of attending this class, and it was very satisfactory. 
Fortunately, I was able to attend all the lectures, 
aid I never attended any that I felt I got more 
out of. 

Dr. H. B. SANFoRD, Richmond: I had the pleasure 


aid the honor of listening to this fine lecturer in 
is practical discourses on prenatal work and post- 





natal work. The part in which I was very- much 
benefited was where he would call my attention to 
practical, common-sense things and impress upon 
me the importance of doing these every-day, common- 
sense things. One was to shave the patient. Really, 
every doctor that practices among poor people ought 
to carry with him h’s razor, his bedpan, his gloves— 
and, for Heaven’s sake, make good, common-sense 
use of them. 

This doctor impressed on us that we must not 
make vaginal examinations unless there is some 
special reason for it. Defer them as long as possible, 
and make other examinations—rectal, for instance, 
and external, to find out how the case is progressing. 

These little specific things, while they may not 
mean so much, in a sense, yet they are vital; and 
these important, common-sense things, from the time 
the patient becomes pregnant until she is delivered, 
will keep off trouble; and I feel very grateful to him, 
and so does the class, for having had him with us 
and for calling our attention to these important 
points. 

Dr. J. BoLLingc JONES, Petersburg: I am here to 
speak for the group that we organized in Peters- 
burg. At the time it was organized I think there 
was some question in the minds of the men in the 
rural districts as to what this course meant and 
how it was going to affect them. We had, on an 
average, about twenty men at each meeting. I have 
never seen, I think, any more interest manifested 
in any group than in the one we had—that one at 
Petersburg. Personally, I was delighted with the 
course. It is marvelous, gentlemen, how much we 
can forget of things that we really know and how 
things escape us. This course has taught me how 
important it is to keep abreast. I would go to a 
lecture thinking that maybe I would not get much 
out of that one, and when the Doctor would get 
through I would be glad that I had been there. I 
think it is one of the best things that has been 
offered the medical profession of Virginia. 





PENETRATING WOUNDS OF THE 
THORAX.* 


I, A. BIGGER, M. D., Richmond, Va. 


Wounds of the thorax may be described as 
penetrating or non-penetrating, the distinction 
depending upon the question of entrance into 
the thoracic cavity. In non-penetrating wounds 
there is usually no subcutaneous emphysema 
and no evidence of injury to the lung such as 
air or blood in the pleural cavity. In pene- 
trating wounds some of these conditions are 
usually present. Non-penetrating wounds are 
rarely important, so this discussion is limited 
to penetrating wounds. 


Summary oF CASES 
Of the eighty-four patients with wounds of 
the thorax admitted ito the Medical College of 
Virginia Hospitals during the past two years, 
forty-nine had penetrating and thirty-five non- 
penetrating wounds. Eight of these involved 
*From the Department of Surgery, Medical College of Virginia. 


Read at the sixty-third annual meeting of the Medical Society 
of Virginia, in Richmond, November 1-3, 1932. 
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the pericardium and intra-pericardial struc- 
tures. Of these eight patients, one had an in- 
jury of the pericardium alone, five of the peri- 
cardium and heart, one of the pericardium, 
heart, and pulmonary artery, and one of the 
pericardium and superior vena cava. The pa- 
tient with an injury to the pericardium alone 
entered the Saint Philip Hospital about thirty 
minutes after being shot through the left chest. 
He was moderately shocked, and auscultation 
over the pericardium revealed a_ splashing 
sound with each heart beat. X-ray examina- 
tion showed a slight degree of pneumoperi- 
‘ardium, which indicated that the pericardium 
had been injured. He recovered under conser- 
vative treatment. Three of the five patients 
with injury to the heart and pericardium had 
stab wounds. These were operated upon and 
the wounds sutured, and all of them recovered. 
Another was shot through the left chest and 
left upper abdomen, the bullet entering the left 
hemothorax through the fifth interspace just 
outside the nipple line, passing through the 
pericardium, apex of the heart, lower lobe of 
the left lung, diaphragm, spleen, and left kid- 
ney. It did not enter the cavity of the ven- 
tricle nor injure a branch of the coronary 
artery, so the cardiac wound probably had 
little to do with his symptoms. He died forty- 
eight hours after admission and autopsy showed 
a massive hemorrhage in the left pleural cavity. 
The other patient with injury to the peri- 
cardium and heart had a segment two inches 
in length shot out of the left border of the 
left ventricle. The wound in the ventricle com- 
municated with the left pleural cavity throuch 
a large opening in the pericardium, and the 
patient died from hemorrhage while an at- 
tempt was being made to repair the wound. 
The patient with stab wounds of the peri- 
cardium, heart, and pulmonary artery was 
operated upon and the wounds in the heart 
and pulmonary artery sutured. He died fifty- 
four hours later and autopsy revealed a bi- 
lateral pulmonary atelectasis, which apparently 
‘aused his death. The patient with a stab 
wound of the pericardium and intrapericardial 
portion of the superior vena cava recovered fol- 
lowing repair of the wound. 

Sixteen patients had injury to the lung, while 
in thirty-three the condition of the lung either 
was normal or could not be determined because 
of associated conditions in the pleural cavity. 
Twelve patients with penetrating wounds ap- 
peared to have normal pleural cavities both on 
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X-ray and physical examination. Fourteep 
patients showed hemothorax, three prcumo. 
thorax, and twenty showed hemopneumot iorax, 
Aspiration was necessary in only ten of these, 
Twenty-six patients showed subcutaneous 
emphysema. 

In three patients with large sucking wounds, 
repair was done and all recovered. Six pa. 
tients had injuries to the larger vessels of the 
chest wall. Five of them had the internal 
mammary artery divided and all of them re. 
covered following its ligation. One had a par- 
tial division of a posterior intercostal artery 
as well as an injury to a large pulmonary yes- 
sel. The branch of the pulmonary artery was 
ligated; but the patient’s condition was such 
that a careful exploration was impossible and 
the injury to the intercostal artery was over- 
looked, so the patient died from hemorrhage. 
Of five wounds of the diaphragm, two caused 
by bullets were untreated, with one death and 
one recovery. Of three stab wounds, one was 
sutured, with recovery; two were untreated, 
with recovery in one case and death from 
hemorrhage from the right lobe of the liver 
in the other. In this entire series there were 
three infections of the chest wall and two 
empyemas. One of the patients with empyema 
recovered, but the other developed a lung 
abscess also, from the retention of a bit of 
clothing in the lung, and died. 


Discussion 

An accurate knowledge of both the anatomy 
and physiology of the thoracic organs is es 
sential for anyone treating penetrating wounds 
of the thorax. Anatomy, of course, is impor- 
tant in determining the structures which may 
be injured, especially when the wound is in 
the region of the mediastinum. The pericar- 
dium and heart are more frequently injured than 
the other structures because of their size and 
anterior position. Wounds of the pericardium 
alone are of little importance unless followed 
by pericarditis, which is rare. 

Formerly, wounds of the heart were usually 
fatal. Within recent years operations for re- 
pair of heart wounds have become more fre- 
quent and the mortality rate has decreased, 
now apparently being less than 50 per cent. 
Stab wounds and puncture wounds of the heart 
are more amenable to repair than those made by 
bullets. It is, of course, essential that these pa- 
tients be operated upon early, for if the wound 
in the pericardium communicates with the 
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pleural cavity, the patient will die of hemor- 
rhage; whereas, if the wound in the pericar- 
dium acts as a valve, the intra-pericardial pres- 
sure will increase rapidly and will cause cir- 
culatory failure when it reaches the level of 
the intra-auricular pressure. Wounds of the 
sreat vessels are rare, and this is fortunate, as 
they are usually fatal, although not necessarily 
so. If the intra-pericardial portion of one of 
the great vessels is injured, the symptoms and 
signs are similar to those produced by heart 
wounds; while if the extrapericardial portion 
is injured, death from hemorrhage is apt to 
occur before medical aid can be obtained. 

In treating penetrating wounds of the pleural 
cavity one has to bear in mind the negative 
intra-thoracic pressure and the low pressure 
in the pulmonary circulation. The negative 
intra-thoracie pressure is important in that it 
tends to increase hemorrhage, especially when 
there is an injury to one of the vessels of the 
chest wall, This was true of one of the pa- 
tients here reported in whom there was an in- 
jury to one of the large vessels in the lung and 
a partial division of one of the posterior in- 
tercostal vessels. At operation one of the large 
intra-pulmonary vessels was ligated, but the 
patient’s condition prevented careful search of 
the pleural cavity and a bleeding intercostal 
vessel was overlooked, with the result that the 
patient died of intra-pleural hemorrhage. It 
is entirely possible that if the intercostal ves- 
sel had been ligated the pulmonary hemorrhage 
would have spontaneously ceased and the pa- 
tient might well have recovered. 

In traumatic pneumothorax this negative 
pressure is partially or completely neutralized, 
and in valvular pneumothorax it may actually 
be converted into a positive pressure. Trau- 
matic closed pneumothorax is not apt to be 
rious unless it is of the valvular type, as a 
patient in fair physical condition can _ well 
withstand a neutral pressure in one pleural 
cavity. But in traumatic valvular pneumo- 
thorax the pressure in the pleural cavity may 
be raised above neutral and in this way cause 
a marked displacement of the mediastinum to 
the opposite side and result in interference of 
function of both lungs. If there is respira- 
tory embarrassment, aspiration should be done; 
but unless this occurs it is probably better to 
leave the air in place, as it helps to bring 
about closure of the opening in the lung. In 
tase of an opening in the wall of one of the 
main bronchi, air may accumulate so rapidly 
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that it is necessary to institute constant drain- 
age. A small metal intercostal tube is better 
for this than a rubber tube, as it is less likely 
to result in intrapleural infection. 

The danger of open pneumothorax depends 
to a large degree on the size of the opening 
in the pleural cavity. If it is as large as the 
cross section of a main bronchus, the patient 
is in danger of dying of respiratory failure. 
The importance of this point has been stressed 
by Graham, who showed that if the opening 
into the pleural cavity is less than a cross sec- 
tion of the main bronchus on that side, com- 
pensation can be maintained by increasing the 
depth of the respiratory excursions. If the 
opening in the pleural cavity is larger than the 
respiratory passage, air can enter the pleural 
cavity with less resistance than it can enter 
the lung through the normal respiratory pas- 
save: but even here compensation can he main- 
tained for a time, this depending to a large 
extent on the size of the opening and the pa- 
tient’s vital capacity. Graham also showed that 
a large opening in the pleural cavity has a 
marked effect on both lungs, as the mediasti- 
num is not a fixed structure, as was previously 
thought, but is quite mobile under nermal con- 
ditions; and in case of a large opening, the 
function of both lungs is seriously interfered 
with. It is important, therefore, in case of 
a large wound in the pleural cavity, to close 
it as soon as possible. ‘Three patients in this 
series had large sucking wounds, which were 
promptly closed, and all of them recovered. 


Intrapleural hemorrhage from the pulmo- 
nary vessels should nearly always be treated 
conservatively; for with the low pressure in 
the pulmonary circulation, the collapse of the 
lung will usually control it. If, however, one 
of the larger vessels of the chest wall is in- 
jured, the hemorrhage is less apt to be con- 
trolled. If it does not stop in a reasonable 
length of time and the patient’s condition be- 
comes progressively worse, open thoracotomy 
and ligation of the vessel should be done. 

Conservative treatment is indicated in case 
of intra-pleural hemorrhage which is spon- 
taneously controlled, unless the hemorrhage is 
so massive as to interfere with respiration, 
when aspiration with air replacement is. indi- 
cated. If after several days the blood is not 
being absorbed or if the patient continues to 
run a considerable elevation of temperature, 


aspiration should be done, for removal of even 
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sterile blood will sometimes cause a prompt 
decrease in temperature. Only ten of the 
thirty-four patients with intra-pleural hemor- 
rhage in this series required aspiration. 


Penetrating wounds of the lung nearly al- 
ways produce intra-pulmonary hemorrhage, but 
these should be treated by rest and sedatives 
unless a foreign body is left in the lung tissue 
or unless complicated by some other condi- 
tion calling for operation. If organic bodies, 
as bits of clothing, etc., are left in the lung, 
they should be removed immediately. Bullets 
and other metallic bodies may be left until the 
patient’s condition improves. In one patient 
in this series, a piece of clothing within the 
lung was overlooked, with the result that the 
patient developed a lung abscess, from which 
he later died. 

Injury to the diaphragm is particularly apt 
to occur in stab wounds of the lower portion 
of the thorax and in bullet wounds. Such an 
injury caused by a bullet is frequently of no 
importance, but if caused by a knife it is apt 
to be followed by a diaphragmatic hernia, as 
the opening in the diaphragm is usually larger 
than the opening in the chest wall. 

Subcutaneous emphysema is of some impor- 
tance as a diagnostic sign in wounds of the 
chest, as it often appears when there is pene- 
tration of the lung tissue. It is of little im- 
portance otherwise unless associated with in- 
fection. 

The mortality rate in this group of pene- 
trating wounds of the thorax was 20.4 per cent. 
Four of the patients who died had serious in- 
tra-abdominal injuries, one a wound of the 
neck which was at least partially responsible 
for his death, and one an injury to the spinal 
cord. Only four, or 8.2 per cent, died as a 
result of the intra-thoracic injury alone. The 
average duration of stay in the hospital of 
those that recovered was 14.2 days, while the 
longest stay was 96 days. 


SuMMARY 


Penetrating wounds of the thorax are neces- 
sarily serious because of the important struc- 
tures which are apt to be injured. A large per- 
centage of patients with such wounds will re- 
cover if treated conservatively, but a certain 
number will require operation. In this num- 
ber are the wounds of the heart and great ves- 
sels, wounds of the vessels of the chest wall. 
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sucking wounds, and those with wv: \vular 
pneumothorax. 

Cardiac injury is often hard to diagno :e, buy 
any patient with a penetrating wound in the 
cardiac area with evidence of beginniny circu. 
latory failure should be studied carefully and, 
if the symptoms and signs of cardiac injury 
are present, should be operated upon imme. 
diately. Injury to the vessels of the chest wall 
is very difficult to diagnose, but if there is eyi- 
dence of continued intra-pleural hemorrhage, 
thoracotomy should be done and the hemor. 
rhage controlled. 

Sucking wounds should be closed as soon as 
possible. If suture material is not immediately 
available, they may be temporarily closed by 
using a rubber dam or moist gauze, or by 
strapping the margins of the wounds together 
with flamed adhesive. 

If there is a closed pneumothorax with 
marked mediastinal displacement and respira- 
tory embarrassment, aspiration of air should 
be done; and if this reaccumulates rapidly, 
continuous decompression by an_ intercostal 
tube is indicated. 

Patients with blood in the pleural cavity 
should be treated conservatively in the early 
stages, unless the hemorrhage is so massive as 
to cause respiratory embarrassment, when the 
blood should be aspirated and partially re- 
placed by air. Aspiration is indicated later 
if the blood is not absorbed or if there is an 
undue rise of temperature. 

In this series of forty-nine penetrating 
wounds of the thorax, eight patients had 
wounds of the pericardium and intra-pericar- 
dial structures. Six of these were operated 
upon and four of the six recovered. Two were 
treated conservatively, with one recovery and 
one death. Thirty-four patients had _intra- 
pleural hemorrhage but only ten of these re- 
quired aspiration. Three patients with large 
sucking wounds of the chest wall were op- 
erated upon and all recovered. Of six patients 
with injuries to the larger vessels of the chest 
wall, five were operated upon and the vessels 
ligated and all of them recovered. In one 
patient with an injury to a posterior inter 
costal artery, ligation was not done and deatli 
resulted. Of five wounds of the diaphragm 
only one required suture. There were three 
infections of the chest wall; two of these de- 
veloped empyema and one developed a lung 
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abscess, aS a result of the retention of an or- 
ganic foreign body in the lung. 

In closing, I wish again to emphasize the 
fact that the majority of patients with pene- 
trating wounds of the thorax will recover un- 
der conservative treatment ; but in a small per- 
centage, early operation is necessary. 


DISCUSSION 


Dr. R. L. Payne, Norfolk: This is an exceedingly 
interesting and profitable paper that Dr. Bigger has 
presented to us ths morning, and I think he is to 
be congratulated from many angles upon the results 
he has obtained in his cases. The mortality rate in 
his series, 20.4 per cent total, and 8.2 per cent from 
the intra-thoracic injury alone, struck me when I read 
his manuscript as a very, very remarkable mortality 
rate. 

I was struck, too, by the records of St. Vincent’s 
Hospital for ten years, which gave a rate compara- 
ble to Dr. Bigger’s, namely, 8.6 per cent. In addi- 
tion to that, we had a series of stab and bullet 
wounds of the lungs, in which series the mortality 
was 16. per cent, showing that the mortality is high. 

The greatest difficulty I have had in penetrating 
wounds of the chest has been infection associated 
with hemothorax. That has always seemed to me 
the greatest difficulty; and, while we know now and 
have known for years that conservatism is the main 
thing in the treatment, yet when we get a hemotho- 
rax and feel that it has to be operated upon, even 
with aspiration, my experience has been that these 
cases have often wound up with serious infection— 
perhaps lung abscess or empyema; and some of them 
died. 

With reference to heart wounds, it is an interesting 
fact that so few of these have been done. We must 
remember that heart lesions have been operated upon 
for years, even back in Napoleon’s time, Dr. Trout 
told me. That work paved the approach to the opera- 
tion for perforating wounds and has been the founda- 
tion upon which has been built the modern surgery 
of the heart, which we are doing now for chronic ad- 
hesive pericarditis. I operated upon a patient eleven 
years ago for a penetrating bullet wound of the heart 
but did not find the bullet. The man lived eleven 
days and then died. Autopsy showed that the bullet 
was lying loose in the bottom of the left ventricle. 

Two of our junior surgeons in Norfolk operated 
upon a man two months ago with stab wound of the 
heart, and he had a perfect recovery. The most im- 
portant thing is diagnosis; it is rather hard to know 
ifa man has a stab wound of the heart, and the 
most critical thing you can keep before you is fail- 
ing circulaton. When blood accumulates in the peri- 
cardium, it begins to press on the heart and to pro- 
duce what is known in heart surgery as tamponade. 
There is back pressure on the right auricle, and the 
blood can not get into the heart. Therefore, the 
thing you will observe in these cases is cyanosis— 
cyanosis coupled with extremely rapid and feeble 
Dulse. The thing that has made men hesitate to 
operate on stab wounds of the heart is that they 
do not get the physical signs, which led them to be- 
lieve the pericardial cavity to be full of blood and 
distended. The fact is that the pericardium is an 
extremely inelastic structure and distends only grad- 
wally in chronic disease. 

In acute conditions, X-ray study will not help you 
at all to decide whether there is blood in the peri- 
tardium; only the presence of air will help you, as 
Dr. Bigger said. 
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Finally, I think Dr. Bigger is to be tremendously 
congratulated on the suture of the great vessels 
around the heart. I do not know of anything that 
could be more difficult. Even the most facile sur- 
geon has difficulty in doing vascular surgery. Dr. 
Bigger has gotten away with those difficulties beauti- 
fully and successfully, and I think he is to be con- 
gratulated. 

I should like to add that we think in all operations 
for acute and chronic conditions of the heart they 
should be drained. I know that Dr. Bigger left that 
out inadvertently. 





A COMPARATIVE STUDY OF PROSTA- 
TECTOMY AND TRANSURETHRAL 
RESECTION OF THE PROSTATE.* 

A. I, DODSON, M. D., F. A. C. S., Richmond, Va. 

Efforts to relieve prostatic obstruction by 
transurethral methods antedated complete re- 
moval of the prostate by about forty years. 
The lack of means of visualizing the field and 
for controlling the hemorrhage greatly handi- 
capped the original workers in this field. Im- 
provements in the surgical technic of prostatec- 
tomy in the preparation of the patient, and 
a better understanding of the causes and meth- 
ods of correction of the pathological processes 
produced by prostatic obstruction resulted in 
safer operative results which for a time rele- 
gated intra-urethral instrumental procedures 
to the background. 

Mercier. in 1844, devised an instrument for 
incising the prostate, which he used success- 
fully notwithstanding the disadvantages of 
hemorrhage. In 1874 Bottini improved Mer- 
cier’s instrument by adding a cautery with 
the hope of controlling bleeding. Despite fur- 
ther improvements by Freudenberg, Gold- 
schmidt, and Chetwood, the instrument fell 
into disuse because of lack of visual control 
and means of accurately preventing hemor- 
rhage. 

The development of Young’s punch, in 1918, 
provided a means for relieving median bars 
and bladder neck contractures, and the modi- 
fication by Caulk of adding the cautery con- 
trolled bleeding. Young and Livermore sug- 
gested the use of electro-coagulation for con- 
trol of hemorrhage, and this feature is incor- 
porated in the punch instruments of Braasch, 
Day, and Kerwin. 

In 1926 Collings first published the results 
of median bar incision with his electrotome. 
Collings used a hooked shaped electrode ener- 









*From the Urological Department, Hospital Division, Medical 
College of Viaginia. 

Read before the sixty-third annual meeting of the Medical 
Society of Virginia, at Richmond, November 1-3, 1932. 
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gized by the high frequency current. The 
electrode was used through the McCarthy pan- 
endoscope, and with it a median bar or a small 
prostatic obstruction could be effectively whit- 
tled away. 

The introduction by Stearn, in 1925, of his 
resectoscope paved the way for accurate and 
adequate transurethral prostatic surgery. This 
instrument as modified by Davis and the re- 
sectoscope developed by McCarthy are gen- 
erally used at the present time. These instru- 
ments give a constant and satisfactory view 
of the part to be removed. The groove left 
after each cut can be immediately reviewed 
and the bleeding points coagulated before con- 
tinuing the excision. 

For several years I have employed the Coll- 
ings’ electrode with the McCarthy foroblique 
pan-endoscope in the treatment of median bars 
and vesical neck contractures, and have fre- 
quently destroyed co-existing small protrud- 
ing prostatic lobes. The results have been 
satisfactory and lasting in a great majority 
of these cases, 

The present report is based on the treat- 
ment of thirty-five patients admitted to the 
wards of Memorial and St. Philip Hospitals 
for twelve months ending October 15, 1932. 
Of these patients, eight were suffering from 
carcinoma of the prostate. Four of these cases 
of carcinoma were diagnosed clinically pre- 
vious to operation, while in four instances the 
diagnosis was made by examination of a speci- 
men of the tissue by the pathologist. In two 
of these cases, a portion of the gland was re- 
moved suprapubically and radium applied. In 
two others the gland was enucleated and the 
treatment supplemented by X-ray. All of 
these four patients with cancer were admitted 
with complete retention of urine. Non-protein- 
nitrogen on admission varied from 25 to 130 
mg. The pre-operative preparation in these 
four cases averaged fifteen days. The post- 
operative treatment averaged 51-2/3 days. 
Four cases of carcinoma were treated by trans- 
urethral resection, supplemented by X-ray 
therapy. The average pre-operative treatment 
of these patients was 2514 days. Three en- 
tered the hospital with complete retention, 
and one with a residual of 8 ounces. Non- 
protein-nitrogen varied from 35 to 114 mg. on 


admission. The post-operative hospitalization 
averaged 1514 days. 
Of the cases of benign obstruction three 
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were suffering from fibrosis of the neck «f the 
bladder, while twenty-four had varying types 
of prostatic hypertrophy. One of thes» pa 
tients died during the period of preparation 
for prostatectomy. Of the remaining twenty 
six, ten were treated by the open operation of 
prostatectomy. In four the prostate was re- 
moved by the perineal route and in six it was 
removed suprapubically. All of these patients 
entered the hospital with complete retention of 
urine. The non-protein-nitrogen varied from 
32 to 72 mg. per 100 c.c. of blood. The pre- 
operative preparation averaged 14-2/5 cays. 
The post-operative treatment averaged 7-1/5 
days. All of these patients left the hospital 
with satisfactory bladder function. 

Of the sixteen patients with benign ol)struec- 
tion treated by transurethral resection, the 
residual urine varied from three ounces to com- 
plete retention. Nine of these were not able 
to void when they entered the hospital. Non- 
protein-nitrogen on admission varied from 27 
to 65 my. The pre-operative preparation aver 
aged eighteen days. The post-operative treat- 
ment averaged seventeen days. Tl ourteen of 
these patients left the hospital with satisfac- 
tory bladder function; one had a considerable 
degree of incontinence of urine, and one ied 
from cardiac failure. 

The average number of days of hospitaliza 
tion for patients treated by open operation was 
fifty-four. The average number of days of 
hospitalization of patients treated by trans. 
urethral prostatic resection was thirty-five. 
The average hospital stay of our transurethral 
cases is considerably above the average as re 
ported by the majority of writers, but this 
group of cases were all admitted to the wards 
and many of them were in very poor general 
condition, the majority entering in a_pre- 
uremic state. Furthermore, they were kept in 
the hospital until all danger of secondary 
hemorrhage or infection resulting from the 
separation of slough had disappeared. Of @ 
series of nine private patients treated by trans 
urethral resection since April. 1932, there was 
an average hospitalization of seventeen days. 
This includes one patient who, because of com 
plications of uremia and stone, remained in 
the hospital sixty-five days. 

The amount of retained blood urea nitrogel 
or of excreted dye does not tell the whole story 
in many of these old men. In one, there is 4 
disordered gastro-intestinal tract; in another! 
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a lavging circulation, while still another may 
run i persistent fever in spite of all efforts to 
ascertain its cause; and so on through the en- 
tire retinue of ailments that beset the old man, 
particularly when his body mechanism has 
been slowed up by the poisons produced by 
prolonged urinary back pressure. 

It will be noted that the average number of 
days of preparation in the cases treated by 
transurethral resection was about twenty per 
ent longer than in those treated by open op- 
eration. This is accounted for by the fact 
that two of the patients treated by trans- 
urethral resection entered the hospital in an 
extreme degree of debility, both with unbal- 
anced circulatory systems, both suffering from 
deinite uremia, one from general anasarca 
because of a failing heart. These patients 
required many days of careful attention be- 
fore even the mildest type of surgery could 
be attempted. They were among the first to 
undergo transurethral resection and were so 
treated because we were afraid to submit them 
to prostatectomy. With these two exceptions, 
ill patients with prostatic hypertrophy seen 
in the first six months of this twelve months 
were operatetl upon by open prostatectomy. 
After this all patients admitted were treated 
by transurethral resection except one whose 
prostate was removed while I was out of the 

I realize that this group is too small to 
justify any very dogmatic conclusions. For 
that matter, the period over which transure- 
thral resection has been practiced is too short 
to be definite as to its merits. At so recent 
adate as 1928, Keyes stated, “In general, there- 
fore. it is held that an attack upon a prostatic 
obstruction by a urethral instrument has no 
prospect of success if there is enlargement of 
the lateral lobes or if the median bar projects 
sufficiently to be described as a lobe.” When 
we compare that statement with the glowing 
ports of transurethral resection by Davis. 
McCarthy, Livermore, and others at the pres- 
nt time, we see that in this work we have 
traveled at a very rapid rate and a careful 
theck-up of the results extending over a period 
of years will be necessary before the definite 
status of this new procedure can be ascer- 
tained. 

I have been impressed by the fact that one 
must possess a very accurate knowledge of the 
posterior urethra in order to be successful in 
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this procedure. My previous experience with 
the McCarthy cystoscope and efforts to relieve 
minor obstructions with the Collings’ electrode 
manipulated through this cystocope have been 
very helpful in the more extensive procedure. 
I have been amazed at the lack of shock and 
exhaustion resulting from the manipulation in 
transurethral resection, for my experience has 
taught me to have a profound respect for the 
urethra of the elderly man. We have used 
spinal anesthesia in all of these cases, usually 
giving the patient 100 mg. The complete re- 
laxation resulting from this anesthesia prob- 
ably has something to do with the ease of 
manipulation and the consequent lack of un- 
due trauma to the posterior urethra, 

In the matter of preparation, we have fol- 
lowed the same routine in the transurethral 
cases as in those treated by open prostatectomy. 
The indwelling catheter has been used when- 
ever tolerated. When not tolerated because of 
pronounced discomfort or undesirable reac- 
tions, suprapubic drainage has been established. 
This was necessary only once in our series. 
Blood urea nitrogen estimation has been done 
on all cases on admission, and repeated at 
weekly intervals; other function tests were 
carried out when feasible. The blood pressure 
was checked at intervals of two or three days, 
and when sufficient fluids could not be taken 
by mouth they were supplemented by sub- 
cutaneous and intravenous methods. Trans- 
urethral resection has been preceded by a 
period of drainage in all cases, varying from 
two to fifty-seven days according to the needs 
of the patient. The amount of. tissue to be 
removed varies with the individual case. In 
some, the resection of 2 or 3 grams has given 
adequate bladder drainage, while in others it 
has been necessary to remove from 20 to 25 
grams. We have the assurance of Caulk that 
once having removed sufficient tissue to per- 
mit the bladder to empty itself, the remain- 
ing prostate will always tend to decrease in 
size. I know this to have been true in a few 
of my patients that I have had an opportu- 
nity to examine after a lapse of three or four 
months. The time required for the resection 
has varied from thirty minutes to two hours. 

The most troublesome feature of the trans- 
urethral resection is bleeding. However, it 
can be adequately and permanently controlled 
if care is taken to stop each bleeding point 
as it arises. It is well to review each cut and 
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stop the bleeding before proceeding with the 
resection. In two instances by neglecting this 
principle, twelve hours later I have had to re- 
move blood clots and coagulate the bleeding 
areas. The verumontanum which lies near the 
apex of the prostate should be used as a guide, 
for cutting beyond this area is inviting dis- 
aster. One of my patients suffers from par- 
tial incontinence of urine as the result of dis- 
regarding this. Following the resection the 
bladder is drained with a relatively large 
catheter, usually 22 to 24 French, and I have 
found it of advantage to cut off the tip of the 
catheter so that any clots that may form in 
the bladder can be more easily aspirated. 
The convalescence in this series of cases, 
with the exception of three cases, has been 
remarkably free from complications. In seven- 
teen of the patients there was no increase of 
temperature beyond 101°F. and that for only 
a short time. There was no secondary bleed- 
ing and no tendency toward uremia. The pa- 
tients were able to be up and around in an 
average of three or four days. In no instance 
was it necessary to do a second resection, nor 
was there a residual of more than two ounces 
of urine immediately after the catheter was 
removed. In these cases the residual has sub- 
sided to less than an ounce before the patient 
left the hospital, and the immediate bladder 
function was much better than in patients sub- 
mitted to open prostatectomy. One patient de- 
veloped a scrotal abscess due to urethral injury, 
greatly prolonging his hospital stay and re- 
sulting in partial incontinence. Two patients 
died. One was an elderly man with an ad- 
vanced carcinoma of the prostate who entered 
the hospital with complete retention. He made 
an excellent recovery from the transurethral 
resection, but toward the latter part of his 
stay in the hospital he had a small boil on his 
ankle which developed into a cellulitis and 
large abscess. His death, so far as we could 
determine, had no direct relation to the opera- 
tive procedure. Another patient entered the 
hospital with a very high blood pressure and 
in a rather dazed condition, with a diagnosis 
of advanced arteriosclerosis. There was a 
residual urine of about ten ounces, but blood 
urea and other kidney function tests were nor- 
mal, and blood urea taken four days before his 
death was only 34 mg. per 100 c.c. of blood. 
While this patient ran a low-grade tempera- 
ture throughout his post-operative period, his 
death came rather unexpectedly and apparently 
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as the result of cardiac failure. This | atient 
at no time could have been considered « safe 
operative risk, and probably was an inwise 


choice even for transurethral resection. 


ConcLusIONS 

1. Thirty-five patients entering the wards 
of the hospital division of the Medical College 
of Virginia are reported. 

2. Of this group fourteen were treated by 
open prostatectomy. One died in preparation 
for operation. Twenty were treated by trans. 
urethral resection. There were no deaths in 
the cases operated upon by prostatectomy and 
the final results were satisfactory. There were 
two deaths in the group treated by trans. 
urethal resection. One of these, a case of ad- 
vanced carcinoma, died apparently from an un- 
related cause. The second, a very poor risk, 
died about a month after transurethral resee- 
tion from cardiac failure. 

3. The average hospitalization for patients 
treated by open prostatectomy was fifty-four 
days, while the average hospitalization for pa- 
tients treated by transurethral resection was 
thirty-five days, the majority of this saving of 
hospital days being due to the shortened post- 
operative period. 

4. Patients submitted to transurethral re- 
section were in better condition when dis- 
charged from the hospital than those treated 
by open prostatectomy. They were more robust 
and, as a rule, had better bladder function. 

5. I believe that routine open prostatec- 
tomy if done on all of these patients would 
have resulted in a higher mortality than is here 
reported. 

6. No doubt time and experience will im- 
prove both our instruments and our technic 
and I am convinced that the future holds much 
for this intra-urethral procedure. 
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DISCUSSION 

Dr. S. BEeverLY Cary. Roanoke: Dr. Dodson has 
given us a most comprehensive presentation of a very 
live subject. He has left, however, very little to 
be added in the discussion. 

We feel that with the present equipment available, 
it is possible to relieve ninety per cent, or more, 
of vesical neck obstructions without recourse to radi- 
cal surgery. As we become more expert in our tech- 
nic of operating electro-surgical equipment, pros 
tatectomy will probably be reserved for the rare cas¢ 
in which it is impossible to introduce an instrument, 
and in those with massive intravesical enlargements 
of the lateral and median lobes Also in certain cases 
in which the glands are very vascular, because, if 
we attempt a resection in these very vascular glands 
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d9 the work successfully. 

As Dr. Dodson pointed out, one of the most im- 
portant things to take into consideration and bear 
in mind in doing this work is to keep away from 
the external sphincter, because if we should cut the 
external sphincter we shall have a patient with in- 
ontinence who will dog our steps for the rest of 
his days. 

Resection not only largely eliminates prostatectomy 
in the old man who is approaching the sunset of 
life with a multitude of infirmities, but it offers re- 
lief to the man of middle age who is in the incipient 
sage of prostatism and is rightfully unwilling to 
ydergo the radical procedure of complete prostatec- 
tomy and loss of sexual power. 

Time will not permit me to go further into this 
subject, as I have several slides which I wish to 
demonstrate of a very unique case which has re- 
ently come under my observation. 

Dr. Cary showed the following slides: 

1. This man, aged forty, came into my office com- 
jlaining of intermittent obstruction to the urinary 
fow. He also complained of terminal hemorrhage. 
He gave a history of having passed ureteral calculi 
everal years previously, so I thought it fair to make 
a precystoscopic diagnosis of stone in the bladder. 
Qn introduction of the cystoscope, I found this tumor 
mass arising from the posterior segment of the vesi- 
al sphincter. It was a question how to remove that 
without an open operation, so we decided to use the 
McCarthy electrotome. With a few changes in the 
method of its use, we were able to amputate this 
timor mass without the least bit of blood staining 
in the urine. 

2. This slide shows the McCarthy electrotome in 
jlace. Ordinarily the excursion of the loop of the 
McCarthy instrument is from within outward, but 
in this case we had to push the loop forward for 
the amputation. 

3. Here, you see, the loop has been driven home 
ad the tumor mass is lying loose on the floor of the 
ladder, and here is the stump of the pedicle, which 
vas thoroughly coagulated. There was no hemor- 
thage, as I said, at the time of operation or after. 
The tumor was then removed with Young’s rongeur 
stoscope forceps. 

Dr. CLypDE F. Ross, Richmond: I have been asso- 
iated with Dr. Dodson in ferreting out these cases 
ald sending them over to the hospital from the out- 
tient department of the Medical College of Virginia. 
This is a new procedure, and very revolutionary, as 
ju know. Dr. Keyes said in 1928, as you heard Dr. 
lodson say, that it was absolutely homicidal to pass 
icystoscope on an old man with an enlarged prostate. 
A patient came into the out-patient department day 
wfore yesterday with the history that he had had 
i intraurethral resection in July over at Memorial 
fospital. Dr. Gordon, who is connected with the out- 
tient department, examined this patient and re- 
brted to me that he had a stricture in the posterior 
tethra. The question comes up, how many post- 
Mrative results of that nature shall we have? (I 
magine this is the result of cicatricial tissue forma- 
lon). These patients have been operated on for so 





#'al results will be. 


‘ort a time that it is impossible to tell what the 
It looks mighty rosy now, after 
‘erating on them a year or two ago, but the ques- 
lon is what will it be after three or four years? 

Dr. W. W. S. Butter, Jz., Roanoke: I do not think 
i. Dodson does justice to himself when he speaks 
tthe time these patients spent in the hospital; the 
‘me after operation, not before, is what sets this 
wthod aside. It is usually about a week, except 
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that we occasionally come in contact with, it is al- 
most impossible to keep the field clear in order to 
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when a large amount of tissue must be removed, and 
then rarely over two weeks. Not infrequently the 
preliminary catheter treatment can be carried out at 
home up to a day or two before operation. I refer 
to the early cases, where we expect to remove a small 
amount of tissue, and with the help of the shrink- 
age which inevitably occurs, we prevent the destruc- 
tive changes of prostatism by a minor procedure. 

Discussions of this method are frequently based on 
observations of the older punch operations, which are 
entirely different. This operation has gone through 
a longer period than has been stated in the pre- 
vious discussions. Dr. Davis has done it for four 
or five years; he has done approximately five hun- 
dred cases and his morbidity rate as compared with 
the same number in the same area by former meth- 
ods has been twenty times less. T'wo years ago, in 
Memphis, Dr. Davis reported one hundred cases with 
results which seemed too good to be true. Yet if 
you will read of his reception recently by the New 
York Branch of the American Urological Society, you 
will see the method approved by those in the best 
position to know. 

The man with complete retention or symptoms of 
advanced prostatism has to be operated on, and it 
is not my intention to create the impression that, 
in this group, this is not a major procedure. Even 
in these, with few exceptions, the method reduces 
tremendously the amount of post-operative suffering 
and the period of convalescence, and makes curable 
many who would otherwise be inoperable. 

A real value to which I would like to call atten- 


tion is in the field of prevention which it opens 
up. The man with a toxemia, losing in weight or 
strength and appetite, with an increasing blood 


pressure or changed mental attitude, rather than wait 
for local symptoms, should be examined for prostatic 
obstruction. An increased blood urea or non-protein 
nitrogen points definitely in this direction. No type 
of case affords more grateful patients than these fol- 
lowing removal of a small amount of tissue and a 
short period of discomfort which is not severe. 

Dr. STANLEY H. Graves, Norfolk: . I have listened 
to Dr. Dodson’s paper with a great deal of interest. 
It is very complete; he has covered the ground beau- 
tifully, but there are a few points which I think we 
might emphasize. One is in speaking of this new 
operation as a minor procedure, as many have called 
it. I think that most men who have dealt with the 
operation have found that it is rather more than a 
minor procedure and that it requires a great deal 
of experience and skill and help to perform a regular 
resection with the resectoscope. Now, with the regu- 
lar McCarthy punch it is not so difficult, but even 
that is not, in my mind, altogether minor. You fre- 
quently have bleeding and slow urination for days. 
With the resectoscope all of this trouble is largely 
multiplied. 

Another point that might be cleared up in speak- 
ing of a prostatectomy, with the resectoscope, you 
should let your patient know just exactly what to 
expect. Enlarged prostates are classified as Class 1, 
Class 2, Class 3, and Class 4. I do not think you 
can operate on a patient in Class 4 with a resecto- 
scope with much hope of success. If it is carcinoma 
you don’t want to do much in such a case, but al- 
most anything you can do is likely to be of some 
help to the patient in voiding. But Class 4 is cer- 
tainly not very applicable to a resectoscope. Class 3 
in selected cases. Class 1 and Class 2 will be the 
types in which you will have the best success with 
the resectoscope. 

Now, I have not had much experience with the 
resectoscope; most of my experience has been with 
the McCarthy punch, and the rest of my bladder 
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experience through the urethra has been with blad- 
der tumors, etc. From the experience I have gained 
in observing operators, and such information as I 
can glean from the literature, most of the writers 
will tell you they accomplish very little with Type 
3 and much less with Type 4. 

I think the method is a wonderful adjuvant to the 
treatment of prostates and has come to stay. Many 
patients will be greatly relieved and benefited by it. 
The operation, however, has in no way taken away 
the many dangers we encounter with prostatectomy 
in the open operation. 

Many of the cases in which you do the resection 
method have to be operated upon afterwards, and a 
good percentage of them have to be opened to stop 
post-operative hemorrhage. I concede that much of 
this may be due to a failure to use sufficient care 
in selecting the cases for this treatment. 

Most of the operators admit that they do not 
shorten the stay of the patient in the hospital with 
this procedure. Dr. McCarthy himself warns any 
novice against too hasty and careless use of this in- 
strument. 


Dr. Dopson, closing the discussion: I am glad Dr. 


Ross mentioned the patient with stricture of the 
urethra. None of these patients have had adequate 


post-operative study. This paper is intended as a 
preliminary report of our work. Our experience with 
the method has existed only over a period of a little 
over six months. As I mentioned in the conclusion 
of my paper, a good bit of further work and study 
of these patients will have to be done before we 
can draw definite conclusions as to the value of 
transurethral resection. But the results of the men 
who have been longer in this work certainly indi- 
cate that it has a very wide field. I think the extent 
to which it is used will vary with the enthusiasm 
of the operator and his ability to use the procedure. 

I do not think I used the term “minor procedure,” 
but it is a far less major procedure than an open 
prostatectomy. 

Only time will show whether my patients will have 
to be re-operated upon or not. At the time of dis- 
charge, or when last seen, they had satisfactory blad- 
der function, and the function was very much better 
than the bladder function immediately following 
prostatectomy. There is less frequency and less pain. 
The patients all went out in a more robust state of 
health. 

One thing I did not mention in my paper is that 
two patients were resected following the operation of 
prostatectomy. 


DETACHMENT OF THE RETINA.* 


G. VICTOR SIMPSON, M. D., Washington, D. C. 
Assistant Professor of Ophthalmology, George Washington 
University. 


The importance of any detachment of the 
retina depends largely upon its underlying 
pathology. It may be a mere incident of little 
value, for example when it occurs during en- 
dophthalmitis; here the causative disease is 
so potent as to destroy vision regardless of the 
additional retinal separation. It may be 
slightly more important when it occurs during 
the acute phase of an exudative choroiditis, 
again it may be the only objective feature of 
a choroidal new growth or it may be the seri- 





*Read by invitation before the Virginia Society of Oph- 
thalmology and Otolaryngology at its meeting at Virginia Beach, 
Va., May 14, 1932. 
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rch, 
ous complication of a trivial injury or : odest 
degeneration in the retina, producing -isual 
loss out of all proportion to its etiologica! |jasis, 
Its importance can hardly be overemph:. sized 
when it occurs following an injury or » -com- 
panying the degenerative changes in a 1. yopic 
eye. Here the separation assumes prin im- 
portance and the return of useful vision de- 
pends entirely upon the end result of our (reat. 
ment of the detachment. This paper wi! deal 
only with the socalled “spontaneous detach- 
ments” which occur in comparatively normal 


eyes where the exciting cause may have been 


a surprisingly slight trauma but the loss of 


vision serious, and the treatment heretofore 


without result. 
I, therefore, purposely omit any comment 


on diagnosis and differential diagnosis. of a 
detachment and consider only the factors be- 
hind a spontaneous detachment and its surgical 
treatment. 


Renewed interest in this very serious ocular 
condition was manifested in America following 
the publication of an article in the Archives of 
Ophthalmology, June, 1930, by Schoenberg, 
who had visited Gonin in Switzerland. Since 
this article, publications have appeared by 
Juler and later by Ormond in the /rifisi 
Journal of Ophthalmology and British Medi- 
cal Journal, in which Gonin’s observations and 
conclusions are very carefully reported. 

Our anxiety to learn the operative procedur 
which offers the patient more than a “straw of 
hope” may cause us to neglect the facts under- 
lving the method. To quote from Gonin, “It 
is surely of little value to witness an opera- 
tion if one is unable to understand not only 
the how but also the why of the procedure. 
Before inquiring about the technic of and per- 
forming the thermo-cautery it is necessary t 
be well aware of anatomic and clinical rea- 
sons.” 

It is, therefore, proper that we should say 
a few words about these anatomic reasons. 

Early observations of the preponderance of 
myopia amongst patients with detachment 
have been repeatedly verified and would appeal 
to suggest more than a coincident relation. Ii 
is safe to assume that 50 to 65 per cent of pi 
tients with detachment have some degree 0! 
myopia. The stretching of the choroid and 
sclera and the inability of the retina to ac 
commodate itself to this new are was formerly 
held to be an adequate explanation of this re 
lationship. If the distention phenomenon wert 
the sole cause of the detachment, howevel: 
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separations should occur with the high degrees 
of myopia more frequently and also more fre- 
quently during the progressive period of 
myopia; these conditions, however, are not 
adequately fulfilled. The factors, also which 
make eyes susceptible to detachment exist even 
in lower degrees of myopia and must exist in 
eyes without myopia. The elucidation of these 
factors has attracted many experimenters and 
consequently a vast amount of literature has 
accumulated. The following statements con- 
dense the investigative work of the last few 
years and are a probbale explanation for a 
large number of spontaneous detachments asso- 
ciated or not with myopia. 

Since 1870 the presence of one or more 
lacerations of the retina in an eye with a de- 
tachment has been seen but its importance un- 
recognized until 1919 when Gonin presented a 
report on his initial success. In that report 
and many subsequent publications he empha- 
sizes the “tear” in the retina as the determin- 
ing cause of the spontaneous detachment. His 
observations, however, have not been thor- 
oughly accepted. However intense the con- 
troversy may become over the importance of 
a retinal tear, the results of surgical treatment 
definitely establish to it an undeniable promi- 
nence. Believing then, as we may, that the 
tear is the immediate change in the retina 
necessary to a detachment, it becomes proper 
to inquire into the causative factors of the tear. 

It is difficult for one to believe that an other- 
wise healthy retina could become torn by even 
an unusual ocular movement or strain and so 
frequently the immediate injury has been slight 
and in many cases of spontaneous detachment 
no history of injury is obtainable. It is, there- 
fore, necessary to show some previous inflam- 
matory or degenerative change in the retina 
rendering it susceptible to laceration, An ex- 
amination of the retina of almost all eyes, re- 
moved for any cause, reveals certain changes 
which have taken place in the retina in the 
vicinity of the ora serrata. The changes con- 
sist of a degeneration of the retinal elements 
with the collection of highly albuminous fluid 
accompanied by the formation of cysts. The 
disappearance of the retinal tissue may have 
progressed to the degree that the cyst is sepa- 
tated from the vitreous cavity by the internal 
limiting membrane alone. This condition is 
known to histologists as “Iwanoff’s oedema” 
or “cystic degeneration of the retina at the ora 
serrata.” Myopia and senility favor the de- 
velopment of this degeneration with more cer- 
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tainty and more extensively. Hanssen in an 
examination of thirty-seven myopic eyes, free 
from detachment, found twenty-six showing 
cystic disease extensive at the ora and in six 
cases appearing as far backward as the equa- 
tor. Pressburger in a careful examination 
found cystic degeneration as far back as 7 mm. 
from the ora. With the thinning of the inner 
wall of the cyst a slight trauma may rupture 
the retina and permit vitreous in one form or 
another to lift the membrane from the pig- 
ment epithelium. The situation of the cystic 
disease anterior to the equator explains the 
almost constant finding of the tear within this 
area and the more certain presence of cystic 
disease in myopic eyes correlates the observa- 
tion that a high percentage of eyes with de- 
tachment have some degree of myopia. 

Hanssen and Vogt consider that this mech- 
anism accounts for the majority of spontaneous 
detachments. Gonin supports this theory but 
believes that weakening of the retina at the 
site of a healed chorio-retinitis either inflam- 
matory or degenerative as in myopia may be 
held responsible for some tears. 

It is well to be familiar with Gonin’s own 
belief that retinal tears result from primary 
change in the vitreous. Inflammation or de- 
generation produce a separation of the vitreous 
into two component fluid like parts. 

a. Non-albuminous fluid which is identical 
in composition with the subretinal fluid in de- 
tachment. 

b. Vitreous gel. Through this non-albumin- 
ous fluid run strands from the vitreous gel. 
which retain their attachment to the internal 
limiting membrane. Sudden jars place a strain 
on these strands which in turn drags on the 
retina and tears it. 

This theory has insufficient pathological sup- 
port for ready acceptance. 

To summarize the anatomic considerations. 

1. We must accept the hole in the retina 
as the primary cause of this type of detach- 
ment, Vogt says to contest the causal connec- 
tion between a spontaneous detachment and 
this hole formation is denying the simplest 
fact. Assuming then that the hole in the re- 
tina is primary, what are its causes? 

(a) Direct trauma toa healthy eye can 
produce a tear in the retina, usually situated 
peripherally and no previous degenerative 
change in the retina necessarily present. 

(b) That a large group of spontaneous 
cases occurring without injury to the eye and 
where some degree of myopia is frequently 
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present compels one to believe that the retina 
has been so weakened by “cystic degeneration” 
or “chorio-retinitis,” that the tear has taken 
place spontaneously. 

(c) Gonin’s elaboration of Leber’s original 
traction theory is well to remember, that is, 
bands exerting traction on the retina through 
an altered vitreous. 

Recognizing that tears in the retina are prob- 
ably the factor bringing about its separation, it 
is essential that we identify them when pres- 
ent. De Wecker in 1870 was the first to em- 
phasize their frequent occurrence. Vogt and 
Gonin believe one or more tears to be present 
in almost all detachments. The tear appears 
as a brilliant red area varying in size, usually 
lying on the summit of the detachment. Its 
shape is variable—round, triangular, horse- 
shoe, etc., are seen. The edges are usually 
everted towards the vitreous. 

Repeated thorough search after full dilata- 
tion of pupil, examination of patient standing, 
sitting and lying, examination after rest in 
horizontal position for a few days will reveal 
the presence of one or more tears in practically 
100 per cent of cases of early detachment. 
Opacity of the media, long standing detach- 
ments and their situation in the extreme 
periphery makes the finding of a tear difficult. 

It is well at this point to insist again upon 
maximum dilatation of the pupil. This is best 
obtained by atropine and adrenalin instillation 
aided by subconjunctival atropine and adrena- 
lin. A pupil 7 mm. wide is to be considered 
ideal. 

TREATMENT: Few surgical or medical con- 
ditions have so defied all attempts of brilliant 
men to cure throughout the many years as has 
“detachment of the retina.” Permanent suc- 
cess followed their efforts no oftener than 1- 
1000 cases. Ancient and more modern means 
of treatment included: rest in bed, salt injec- 
tions, withdrawal of subretinal fluid, scleral 
-autery, injection of substances into the vitre- 
ous and so on, each treatment having its own 
adherents but none a noted degree of success. 
It remained for Gonin in Lausanne, Switzer- 
land, to see the importance of retinal tears in 
detachment and to attempt obliterating these 
holes by cauterization. He was astonished to 
have it followed by complete reapposition of 
the retina. 

The success of the operation depends upon 
the selection of suitable cases and complete co- 
operation of the patient. Early detachments 
with a moderate number of tears, without evi- 


dence of inflammation in the uveal trac: and 
moderately clear media, constitute a favo able 
vase. If more than one tear is present ri note 
from one another, two or more operation. will 
be required. The patient must understan.: the 
limitations of one procedure and be pre} ired 
for as many operations as necessary. 

Trecunic: The success of the techni de- 
pends upon the accurate localization of the tear 
on the outer surface of the eyeball and se:ring 
this area with the actual cautery. Many 
methods of localizing the tears have been sug- 
gested, the most accurate being Linduer’s 
method with the aid of the Gullstrand oph- 
thalmoscope. 

Gonin’s method while rather crude in com- 
parison is sufficiently accurate to permit of ex- 
cellent results. With the ophthalmoscope it is 
possible both to visualize the tear and also the 
edge of limbus immediately in front of the 
tear. This point is marked with india ink after 
anesthetizing the cornea, next a point directly 
opposite on the limbus is marked. This is es- 
sential to insure the accurate meridian when 
the eye is rotated to make the approach possi- 
ble. A fine thread is used to connect these 
points. Having obtained the meridian on 
which the tear is situated, it is then necessary 
to estimate in disc diameters the approximate 
distance between the ora and the tear, remem- 
bering that one does not, even with full rota- 
tion of the eye and maximum dilatation of 
the pupil visualize the ora, but rather a point 
1 mm. behind the ora. Each dise diameter is 
1% mm. If the estimated distance between 
ora and tear be 3 disc diameters, the calcula- 
tion will be 3 times 143 — 4% mm. plus 1 
mm., or 51%4 mm, behind the ora serrata. The 
ora serrata lies 8 mm. behind the limbus in 
emmetropic eyes, 9 mm. behind in myopic, and 
on nasal side it is % to 1 mm. more behind. 

The patient is prepared for operation with 
exceeding care. It is important that he be 
given a laxative a day or so before the opera- 
tion, and sedatives should be used generously. 
After full local anesthesia, including subcon- 
junctival cocaine, a conjunctival flap is dis- 
sected, so as to expose the point of the sclera 
through which one wishes to cauterize. The 
convex edge of the flap should be toward the 
limbus and the edge of flap some mms. away 
from the localized point on the sclera. To ex- 
pose the point satisfactorily it may be neces 
sary to assist the patient in rotating the eye 
by a suture in one of the muscles. It may 
also be necessary to tenotomize one of the 
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muscles if the tear should lie beneath. 

Ifaving exposed the sclera at the desired 
place of searing, the actual cautery, with a 
special tip, is heated to white heat. Very care- 
fully permit the tip to burn its way through 
sclera and choroid. When the subretinal 
space has been reached, the fluid is permitted 
to evacuate itself while the cautery is with- 
drawn. The cautery is again heated to “white 
heat” and introduced through the opening a 
distance of 1 to 144 mms, and permitted to re- 
main for eight seconds. It is then withdrawn, 
the flap is secured in place by sutures, atropine 
is instilled, both eyes bandaged, and patient 
returned to his room. The patient should be 
turned on his side, the foot of the bed elevated, 
or one or two pillows used under his head, de- 
pending on the location of the detachment, to 
permit gravity to assist in the re-attaching of 
the retina. 

Post-operative pain and _ restlessness should 
be controlled with sedatives. The first redress- 
ing may be made at forty-eight hours and sub- 
sequently each day. The eye should be ex- 
amined after five days. If the retina is found 
in place, the patient is kept in bed from eight 
to fourteen days. It would seem wise to insist 
upon complete physical rest except walking 
for some time. If the retina is not attached 
after the first dressing, allow patient to get up. 

Comptications: 1. It is not infrequent for 
a blood vessel to be adjacent or to cross the 
hole in the retina and be damaged during the 
cauterization, resulting in a hemorrhage into 
the vitreous. 

2. Incomplete cauterization of the tear, or 
the measurement may have been inaccurate and 
the tear completely missed by the cautery tip 
or its zone of influence. The occasional oc- 
currence of this misfortune in the practice of 
well qualified physicians emphasizes the need 
of repeated careful examination and re-check- 
ing of the scleral localization. The resulting 
area of disturbance in the retina serves, how- 
ever, aS a guide to the next operation which 
may be performed within ten to fourteen days. 

There are certain limitations and disadvan- 
tages to the above technic which are unneces- 
sary to discuss at length, but in probably 10 
per cent of cases of detachment the hole is 
not in the retinal tissue but consists of a tear- 
ing away of the retina from its insertion at 
the ora, so called “disinsertion of the retina.” 
It is obvious that the thermo-cautery operation 
in this type of case is unsatisfactory. In an 
attempt to obtain closure of a large single hole 
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or a wide “disinsertion,” the “Guist modifica- 
tion” is more valuable. The technic is as fol- 
lows: 

The scleral localization of the injured re- 
tina is proceeded with as in the operation of 
ignipuncture. The patient is prepared for 
operation as outlined previously. The sclera 
overlying the tear and a large adjacent area 
are exposed. If necessary, tenotomize one of 
the recti muscles, and numerous trephine open- 
ings, using a 1% mm. trephine, are made 
through the sclera at this site, exposing the 
choroid. As many as fifteen to twenty may 
be performed at one operation. All of the 
areas from which a piece of sclera is to be 
removed are outlined with the trephine. From 
the most posterior of these areas the button is 
removed first and the underlying choroid is 
treated with potassium hydroxide for two 
seconds and neutralized with 1% per cent acetic 
acid. Similar treatment is then given to each 
of the remaining areas, after carefully remov- 
ing the sclera, Having completed the cauteriz- 
ing, the subretinal fluid is drained by punctur- 
ing through the choroid through 2 or 3 of the 
areas trephined. The conjunctiva is secured in 
place and patient returned to bed. 

The subsequent care of patient is extremely 
important. Absolute rest in a favorable po- 
sition is essential. The re-attachment of the 
retina following this operation is obtained by 
the adhesions which take place between choroid 
and retina as a result of the choroiditis which 
the alkali produces. 

It appears that this operation, because of its 
simplicity of technic and safety, has already 
replaced the ignipuncture in many clinics 
abroad and, when more widely practiced in 
America, will produce the best results. 

Resutts or Trearmentr: The exceedingly 
brilliant results of surgery in the treatment 
of detachment of the retina are emphasized by 
contrast with former results as expressed by 
Sir Wr. Lister. In 1924 he wrote: “Personally 
I have seen no case in which there was a hole 
improved either spontaneously or after treat- 
ment and it is my opinion that with our pres- 
ent available methods such cases of detach- 
ment are practically hopeless.” 

Derrick Vail questioned 281 oculists in 
America a few years ago concerning their re- 
sults in detachment. He was informed by 250 
that they had never cured a single case, twenty- 
five had obtained one satisfactory re-attach- 
ment. 

In 1928 Gonin reported twenty-six absolute 
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and permanent cures with a single ignipunc- 
ture operation and eleven more which required 
more than one operation before complete suc- 
cess. In 1930 he said one may expect complete 
success In 60 per cent of early cases. 

The results of the “Guist” operation are re- 
ported by Lindner in a late 1931 issue of 
(raefe’s Archives. In twenty-two operations 
from May 1 to June 30, 1931, he had fifteen 
absolute cures. 

Even this incomplete report of results con- 
vinces one of the important change which has 
taken place in the treatment of detachment and 
it becomes necessary that we be qualified to 
give to our patients the advantage of surgery 
in this condition. 


SUMMARY 

It is no longer possible to disregard the im- 
portance of retinal tears. Such observers as 
Gonin and Vogt consider the tear the immedi- 
ate cause of the detachment. 

Tears in the retina may be produced occa- 
sionally by direct injury but their occurrence 
in a retina previously damaged by “cystic de- 
veneration” or “chorio-retinitis” is much more 
frequent. 

Identification and localization of the tear is 
requisite to successful surgical therapy. 

Repeated painstaking examination of the de- 

tachment after wide dilatation of the pupil 
will reveal a tear in nearly 100 per cent of early 
cases. Early operation on all cases of spon- 
taneous detachments is urged by competent ob- 
servers. 

Closure of the tear by ignipuncture or by 
the “Guist method” will produce a most sat- 
isfactory increase in cures. 

Nore.—The author then showed a few slides which 
illustrated his subject. 


1710 Rhode Island 


Avenue. 





POTT’S FRACTURE.* 
M. H. TODD, M. D., F. A. C. S., Norfolk, Va. 

I wish to discuss briefly the usual methods 
of treating Pott’s fracture, as well as certain 
troublesome factors in attaining a good result; 
and then to call attention to an ‘ambulatory 
method of treatment which promises well in 
cutting shor’ the period of disability. 

In general, Pott’s fracture is produced by 
a force that wrenches the ankle and foot into 
eversion, and the deformity consists of a 
lateral displacement of the astragalus, carry- 


*Presented at the Norfolk County Medical Society All-Day 
Clinic, March 30, 1932. 
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ing with it the external and often als: the 
internal malleolus. 

If the patient is seen early, there ma be 
no great swelling, and it is often entirely )os- 
sible to reduce the fracture without any 
anesthetic at all, with little or no pain. Chis 
is especially easy to do if temporary traction 
is used on the foot, by weight and pulley and 
a halter, when reduction may be spontancous. 
However, there is to be no hesitation in sing 
a full general anesthetic if it is necessary; for 
thorough reduction is absolutely essential to 
attain a good result. Pott’s fracture gives a 
bad result, with serious disability and crip- 
pling, unless quite well reduced. 

I wish to emphasize the importance of see- 
ing to it that no lateral shifting remains— 
that is, that the astragalus is made to come 
close to the inner malleolus, and that this 
malleolus is accurately in its correct relation to 
the inner side of the shaft of the tibia at its 
lower end. This can be judged by following 
the joint-line in the X-ray, around the corner 
on to the internal malleolus, seeing to it that 
there is no flaw in its continuous line after re- 
duction. (Figs. 1, 4.) 

That is to say, the mortise of the ankle-joint 
must be accurately restored, so that the astrag- 
alus is firmly steadied by the two malleoli on 
either side of it, and in correct relation to the 
tibial shaft. There must be no alteration of 
the weight-bearing axis; otherwise. there is 
bound to be significant disability. 

When there is doubt as to the completeness 
of the reduction attained, an X-ray should be 
taken while the fracture is steadied by the 
hands, as shown in one of the illustrations 
here, before applying plaster. (Fig. 1.) 

The fact is that this accurate reduction of 
the ankle-mortise is generally perfectly easy to 
do; but when a cast is put on, the foot must 
be firmly held while the plaster is hardening. 
against the inner malleolus, by inward pres- 
sure below the external malleolus, over the 
lateral surface of the foot, making counter- 
pressure outward over the lower third of the 
tibial shaft at the same time. do not ap- 
prove of causing much actual inversion of the 
foot, for I have seen disability result from it: 
it is énward position of the whole foot close 
against the internal malleolus, not inversion, 
that is needed. 

It is also my belief that the upper end of the 
fibular fragment, even if quite long, should 
not be allowed to remain much out of place. 
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Fiz. 1.—Pott’s fracture with the usual outward shifting of the astraga’us. 


Second film shows method of holding fracture in reduction with 


the hands, while making a film to confirm its accuracy. 


One hand shoves the whole foot medially (not, however, turning it into inversion to :peak of), while the other hand shoves 


the shaft of the tibia laterally in counter-pressure. 


I present herewith the X-rays of a patient in 
whom this was not attended to, and I feel sure 
that the displacement was a substantial factor 
in his impairment of function, as well as his 
deformity, which was considerable. (Fig. 2.) 
I did not personally treat this patient; but 
from his disability I drew the inference that 
practically anatomical reduction in ankle 
fractures is very needful. I have more than 





Fig. 2.—Imperfect reduction of upper end of fibular fragment. 
I think that this had quite a little to do with the man’s 
poor end-result, though it is also true that this was a worse 
fracture than usual, there being upward displacement of a 
piece broken off the lateral aspect of the lower end of the 
tibia. I did not personally treat this case. 


once corrected an overriding fibula by a small 
incision and open leverage with a little chisel; 
no fixation of course was needed. I am sure 
that this is correct procedure. though it is not 
usually thought of as really necessary. 

As usual, drop-foot is to be avoided; and 
since the Achilles tendon is frequently under 
tension, it is well to relax it by flexing the 
knee, while putting on the cast, so that the 
foot can easily be held at a right angle. 

The cast should reach from the toes to the 
upper part of the leg, and should, as I have 
said, accurately hold the foot and ankle stead- 
ily in anatomical relation to the tibia. 

It is a very important thing to take an X-ray 





Fig. 3.—Poor result due to lateral shifting, in spite of repeated 
attempts at correct reduction. My case. 
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Fig. 4.—Considerable displacement with, of course, a complete rupture of the ligament binding the tibia and fibula togeth 
This fracture. however, reduced itself spontaneously when the patient moved his foot about on the stretcher, while waiting 


an anesthetic. 


Seco id film, taken six weeks later, shows joint line of lower end of tibia correctly restored. 
Normal function. 


tinuity of the curved line at the inner malleolus. 


after the cast is applied; for even though cor- 
rect position has apparently been held, it may 
be found that the break is still not correctly 
aligned; and if this is allowed to continue, 
considerable disability is to be expected. I 
have found it necessary to readjust the posi- 
tion of the fracture in a fair percentage of my 
This is quite easily done by cut- 
ting across the cast at the level of the ankle- 
joint, a “casteotomy” as it were, if you will 
permit me such a term, and shifting the foot 
in its separated portion of the cast, as a whole, 
then fixing it with an added plaster bandage. 
in correcced position. 


own cases. 


DirricuLtTiEs 

I have had one quite bad result in treating 
Pott’s fracture. The man apparently sustained 
a complete rupture of the strong ligament that 
binds the tibia and fibula together just above 
the ankle-joint. so that the whole mortise was 
unusually badly loosened; and I am sorry to 
say that after I had treated him for several 
months, repeatedly trying to attain correct 
position, he still had imperfect reduction with 
marked disability. (Fig. 3). I now believe 
that I would have done well to have performed 
an open reduction, binding the tibia and fibula 
together with a new ligament made from deep 
fascia, to insure against subsequent widening 
of the mortise. 

I should say, as a result of this experience, 
that it would always be well to carefully in- 
spect the tibio-fibular region in any X-ray of 
a Pott’s fracture, to be sure that the shadows 
of the two bones overlap as they normally do 


There being no break in 


at the lower end. If it is found that they are 
not overlapped, a rupture of the lower liga- 
ment may be suspected, and unusual care taken 
to insure that the ankle mortise is not per- 
mitted to widen during treatment. After re- 
duction, that is, the shadows should be demon- 
strated to be normally overlapped. 


Non-Unton 
Non-union of one or the other malleolus is, 
I think, probably more frequent than is gen- 
erally recognized. It may only be discovered 





Fig. 5.—At first glance, good reduction, perhaps as good as the 
average, but close inspection shows that the internal malle- 
olus is not really accurately back in place, as seen by_not- 
ing the break still present in the contour of the joint, 
marked by arrows. This should be a continuous curved 
line. 

The astragalus is still a little lateral, and therefore, does not 
quite accurately fit the joint surface of the tibia. 
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by chance, for the fact is that unless the X-ray 
happens to be taken in exactly the suitable 
plane, the bones may look to be united when 
in fact they are not united at all. I illustrate 
this here. (Fig. 6). 


4 





Fig. 6.—These X-rays were all of the same ankle after sup- 
po‘ed bony union. Three of the views appear to show 
union, but notice that the other one, happening to be taken 
just right, shows there is really no union of the interna! 
malleolus. 

I am quite sure that non-union of this malleolus is much more 
common than usually supposed. It would indeed require 
films made at several different angles to completely demon- 
strate union in each case. 

This man returned to full duty without complaint, and, there- 
fore, bone-graft was not considered advisable, though easily 
done if any especial disability were present. 


The fact is that ordinarily this lack of union 
does not lead to much trouble, and usually full 
work can be done as before. Sometimes, how- 





Fig. 7.—Non-union with pretty complete disability. 


Second film shows solid union after insertion of small albee grafts; 


work being done without complaint. 
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and, if so, 


ever, there is pain and weakness; 
it is very easy to slide in a little bone-graft, 
after the Albee technique, as I did for instance 


in the case illustrated here. (Fig. 7). It is 
not necessary to fix the graft, simply sewing 
the soft parts over it. Union is immediate and 
firm, with complete restoration of function, 
always provided the ankle mortise is not wid- 
ened, as I have stated above. 

There is one complication after Pott’s frac- 
ture that I have not found troublesome, though 
the texts specifically warn against it; I have 
not found any noticeable tendency at all to 
traumatic flat-foot, and have not found it 
necessary to use flat-foot plates or other ap- 
pliances. I have very occasionally raised the 
inner border of the heel during convalescence. 


AMBULATORY TREATMENT 


I wish now to discuss an ambulatory method 
of treating Pott’s fracture by the use of the 
Delbet plaster of Paris splint. This is a French 
device, which has been known to orthopedists 
for years as a convalescent splint, though I 
think seldom actually used. It is well de- 
scribed in Seudder’s textbook on fractures. It 
is not generally known, however, that the ap- 
paratus can be used practically to permit walk- 
ing almost from the first. 

The method is not one to be used without a 
great deal of care, and I think only in se- 
lected favorable cases. It has to be very care- 








complete restoration of norma] function, heavy laboring 


Bone-graft is by no means always necessary in the case of non-union of the malleoli, for often there is no disability from the 


imperfect union. 
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fully fitted and watched, for, among other 
things, there is no padding used under the 
plaster. But I am able to testify that it works 
most excellently in suitable cases, and that it 
reduces the period of temporary disability to 
an astonishing degree. I irst saw its use, by 
the way, in the clinic of Sherman, of Pitts- 
burgh, whose personal expertness in treating 
fractures is familiar to all, particularly, of 
course, the treatment by operation. 

The malleoli are firmly steadied and fixed 
by the plaster splint. and motion at the ankle 
is permitted from the first. It is painless. 
Weight-bearing can be begun within a very 





Fig. 8. 
man shown in one of the photographs. He walked out of 
the hospital in Delbet splints three weeks after he was hurt. 

The end-result here was a return to full function at ordinary 
laboring work. 

Reduction here, as usual with the Delbet apparatus, was with- 
out anesthesia, by simple halter traction. 


few days—less than a week. The advantages 
of the method are many: swelling is rapidly 
reduced by muscular action, atrophy is 





Fig. 9. Fig. 10. 


Bilateral Pott’s fracture, not quite typical. This is the 
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avoided and stiffness of the joints is prevent.|; 
and the patient can go about his regular |) <i- 
ness within about two weeks from the time of 
injury. He cannot do laboring work, but «an 
do office work perfectly well. He walks with 
a cane, or even without one if he wishes, be. r- 
ing full weight on the injured leg without 
pain. 

I illustrate these statements by the accoim- 
panying photographs. I wish especially to 
call attention to the colored man whose photo- 
graph was taken on the tenth day. You will 
observe that he is bearing all his weight on 
the injured leg without the slightest discom- 
fort. The fact is, he walked out of the hos- 
pital, according to my instructions, on the 
sixth day after injury, bearing fuli weight. 
(Fig. 9). 

The other case to which I direct especial 
attention is the man with Pott’s fracture of 
both ankles. (Figs. 10, 11). He began walk- 
ing after two weeks, and left the hospital am- 
bulatory, as shown, three weeks after injury. 
You can imagine that with any ordinary treat- 
ment, he would have been confined to bed for 
several weeks, and to the chair for two or 
three months, since he had no good foot to 
depend on. , 

I wish now to call attention to two points 
in regard to this method of treatment: first, 
it is only to be used where the shaft of the 
tibia as such is intact; this is ordinarily the 
case in Pott’s fracture, only the malleolus being 
broken off. Where, however, the weight-bear- 
ing portion of the shaft is not intact, the 
method is not applicable and will pretty cer- 
tainly give trouble. The second point is this— 
I suspect there may be a slightly increased 





Fig. 11. Fig. 12 Fig. 13. 


Photographs illustrating early full weight-bearing with Delbet plaster splint. 
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chance of non-union of the malleolus by this 


ambulatory treatment. I have, therefore, not 
committed myself to its routine employment; 
but it certainly can be made to give astonish- 
ing results, as I have illustrated. 


SumMMaRY 

Pott’s fracture must be carefully treated, and 
very particular pains must be taken to see that 
the astragalus is pushed inward and kept in 
proper relation to the tibia. The ankle mor- 
tise must not be allowed to remain widened,— 
even, if need be, I believe, resorting to open 
reduction. 

Non-union is not as rare as has been taught, 
and X-ray films. unless taken in several planes 
with specific reference to this point, may be 
deceptive. Non-union may give rise to no 
trouble; if it does, it is easily cured by a small 
Albee graft. 

Finally, I illustrate an ambulatory method 
of treatment which is exceedingly satisfactory 
—the Delbet plaster of Paris splint. I am not 
ready quite yet to state that it gives an equal 
certainty of union of the malleoli as the older 
method of using a cast, and I have, therefore, 
not yet adopted it as a routine. It has, how- 
ever, given exceedingly satisfactory results in 
the dozen or more cases in which I have used 
it, and it certainly cuts down the period of 
disability enormously. 


712 Botetourt Street. 





CANCER.* 
CHAS. W. PUTNEY, M. D., Staunton, Va. 


Cancer is a malignant new growth and is 
perhaps the most important surgical problem 
confronting the profession today. It is esti- 
mated that one hundred and twenty-five thou- 
sand patients die of cancer in the United States 
each year, and that two or three times as many 
are suffering from that disease in the same 
span of time. It ranks second among the 
‘auses of death and causes about 10 per cent 
of all deaths. One out of every ten men 
and one out of every eight women over thirty 
years of age will die of cancer, according to 
the present death rate. The span of life is 
lengthened as the death rate from other causes 
is reduced, but more people reach the “cancer 
zone” and the cancer death rate is relatively 
increased. 

A speci%e cause for cancer is still unknown, 





*Read before the Augusta County Medical Society, at Staunton, 
Va., November 9, 1932. 
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but “So far as we know from observable re- 
gions of the body, cancer never springs directly 
from normal tissue” (Horsley). Chronic ir- 
ritation or chronic inflammation is usually a 
predominatiing factor, but some apparently 
arise spontaneously from cell-rests. Local 
cells for some reason lose control and grow 
without normal supervision of the surrounding 
tissue to the destruction of the individual. 
Cancer begins as a localized painless lesion 
with only slight disturbance of function in the 
organ involved, but cancer of the bone may 
produce pain in the early stage. The increased 
vascularity of cancer causes an increase in the 
normal secretions in many locations. The se- 
cretions soon become abnormal and later may 
become hemorrhagic. It becomes toxic only 
after the blood supply to the tumor becomes 
impaired. 

It is impossible in one short paper to give 
a complete resumé of cancer invading all the 
organs and tissues, so only some of the more 
important early signs, diagnostic procedures, 
and precancerous conditions will be stressed. 

Biopsy and microscopical examination by a 
competent pathologist is perhaps the most im- 
portant single diagnostic procedure in acces- 
sible lesions, suspected to be cancer, and if 
such a lesion does not properly respond to or- 
dinary treatment. within two or three weeks, a 
biopsy from its margin should be made. Of 
course if a lesion is frankly malignant a biopsy 
is useless and heroic treatment should be re- 
sorted to immediately. If the biopsy goes 
through healthy tissue, as in the breast. it 
should be followed immediately by radical 
operation. Bone lesions and others deeply situ- 
ated can usually be detected by roentgenologi- 
cal examination before metastasis occurs un- 
less delay is due to neglect or procrastination. 

In taking a biopsy every effort should be 
made to block the circulation, both lymphatic 
and blood. The cautery is desirable to seal 
the lymphatics in obtaining biopsies from the 
skin, oral cavity, cervix, and rectum. In 
glandular organs, carbolic acid and alcohol 
may be used to seal the lymphatics, Mela- 
nomas and vascular sarcomas or deep seated 
lesions should have immediate radical opera- 
tion if frozen section shows malignancy or a 
positive diagnosis is otherwise made. In one 
of my cases in which malignancy was suspected, 
and in which it was so situated that a com- 
plete radical operation was impossible, the 
biopsy was preceded by a massive dose of X- 
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ray therapy apparently with no ill effects re- 
sulting from biopsy. Biopsy is practiced in 
each of the many teaching clinics, I have at- 
tended during the past ten years in this coun- 
try and abroad, though apparently more gen- 
erally practiced on this continent than in 
Europe. In dealing with malignant growths 
biopsy is estimated to be about 97 to 98 per 
cent correct; while clinical diagnosis is only 
about 70 to 75 per cent correct. However, a 
well trained surgeon, at operation, will make 
a correct diagnosis from the gross specimen 
in 85 to 90 per cent of the cases, though frozen 
section during operation is much to be pre- 
ferred in many cases, especially breast tumors, 
if a competent pathologist is available. 
Breast: Tn the routine examination of every 
adult female, the breast should be examined 
with the flat hand against the chest wall, while 
the patient lies on her back with the arms ex- 
tended above her head, though Bevan prefers 
the erect or sitting posture. If a definite tumor 
be felt, or a bloody secretion from the nipple 
is noted, or Paget’s disease is present, it should 
demand immediate attention by a competent 
surgeon. It is futile to wait until there is 
elevation of the breast, retraction of the nipple, 
dimpling of the skin, pain and palpable glands 
in the axilla due to metastasis. Immediate 
early operation will increase the five year cures 
from 10 to 75 per cent if my interpretation of 
the statistics liberated from the best clinics is 
correct. It must be remembered that carci- 
noma forms from 82 to 84 per cent of all 
mammary tumors (Delbet). Small tumors with- 
out metastasis should be removed without cut- 
ting into the tumor until after it is removed. 
It should be cut open and examined, then and 
there, while the wound is being closed. A 
frozen section is much to be preferred. If 
the immediate diagnosis is cancer, a radical 
breast amputation is done while the patient is 
still under the anesthetic. 
Lymphatie and Blood Vaseular 
Cases presenting themselves with evidence of 
blood dyserasia, especially if palpable lymph 
glands can be found, should have a complete 
blood count and repeated blood smears made 
by a competent pathologist. If a superficial 
gland can be found 1 or 2 cm. in diameter a 
biopsy should be made. A roentzgenogram may 
be of utmost value in clearing up an obscure 
diagnosis, by revealing peribronchial glands, 
or it may show a metastatic tumor of the spine 
as a cause of an associated pain. If kept in 


Systems? 
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mind, “lymphoblastomas” and “myelobl..to- 
mas,” which also include lymphosarc: ina, 
pseudoleukemia, splenomyelogenous leuke ia, 
Hodgkin’s disease, and the like, are rea lily 
diagnosed by the above procedure. It musi be 
remembered that they are but a local man) es- 
tation of a generalized disease of the b!ood 
forming organs. All my cases of this group 
of more than three years’ duration have had a 
fatal termination. This agrees with the results 
reported by Barney and others. 

This must not be confused with metastasis 
to neighboring lymph glands from carcinoma 
of other organs with a blood picture of secon 
dary anemia. 

Skin: Inspection is the most valuable pro- 
cedure in a routine physical examination 

1. Precancerous lesions, such as warts and 
moles, should not be overlooked, especially if 
situated so they will be frequently irritated. 
Simple warts and moles can be removed by 
electrocoagulation or electrodesiccation under 
local anesthesia. The essayist has removed 
more than a thousand during the past ten years 
with electricity, using a similar technique to 
that described by Pfahler (1926). 

2. Keratotic spots with the epithelium in 
tact usually respond favorably to liberal use 
of soap and water followed by alcohol and 
then by some oily substance, preferably castor 
oil, as recommended by Budd. However, if 
there is an abrasion, X-ray or radium treat- 
ments should be given immediately, as malig- 
nant changes have usually begun. Cases under 
my observation have cleared up under this 
treatment. 

3. Epitheliomas have a more angry appear- 
ance. They are usually situated about the face 
and are of two types—basal cell and squamous 
cell. They are true skin cancers and the type 
and extent should be determined before treat- 
ment is begun. 

Mouth: All precancerous oral lesions, such 
as chronic ulcers, leukoplakia, or papillomas 
should be removed promptly with radium, cau- 
tery, or electrocoagulation. Cancer may also 
develop about the gums and alveola processes. 
and dentists can assist in the search for early 
cancerous lesions. Lesions that have the ap- 
pearance of malignancy may be either tuber- 
culosis, syphilis, or cancer, and rarely acti- 
nomycosis, The diagnosis can be readily de- 
termined by microscopical examination and a 
blood Wassermann; but because a patient has 
a positive Wassermann is no reason that he 
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may not also have a carcinoma, shown by 
biopsy. Syphilis of the mouth may even pre- 
dispose to cancer. 

We do not have as yet a practical accurate 
metabolic or serological test for cancer com- 
parable to the Wassermann test for syphilis. 
The Bendein test, brought out in 1931, was 
hastily accepted by the British Empire Cancer 
Campaign, but like all other serological tests 
it has been found wanting. 

Esophagus: Patients developing a gradual 
disturbance of the swallowing function with- 
out a cause apparent in the throat, or produced 
by a nerve lesion, or a history pointing to a 
constitutional cause, should have a stereoroent- 
genogram made of the chest. The function of 
the esophagus can be studied only by fluros- 
copy with an opaque mixture, and a_ bis- 
muth or barium capsule. If negative, an eso- 
phagoscopic investigation should be made to 
rule out carcinoma of the esophagus. If a 
fungating growth is found, a biopsy can be 
undertaken. To be of value in cancer of the 
esophagus the diagnosis must be made early, 
and it must be positive. 

Cancer of the Gastro-Intestinal Tract ac- 
counts for approximately 50 per cent of the 
total deaths from cancer; and cancer of the 
stomach accounts for approximately one-third 
of all deaths from cancer, according to recent 
statistics. Carcinoma of the stomach is sel- 
dom recognized in time to effect a cure; there- 
fore, it behooves us to be constantly on the 
alert for symptoms of progressive gastro-in- 
testinal dysfunction in patients over 30 years 
of age. Some gastric cancer cases give an ulcer 
history; others do not. Such cases should be 
taken seriously, and studied carefully by a 
competent surgeon and roentgenologist. If 
fluoroscopic examination reveals pathology, 
and if a gastric filling defect is found on the 
plates and on the gastric side of the pylorus 
there are three chances out of four of it being 
a cancer, Prepyloric lesions and lesions on 
the greater curvature have a greater chance of 
being malignant. 


One must not be led astray by a coincident 
positive Wassermann, Syphilis of the stomach 
is relatively rare, while cancer of the stomach 
is distressingly frequent. At the Mayo Clinic 
it is claimed that 68 to 70 per cent of gastric 
cancer results from gastric ulcer. Whether 
cancer develops on an ulcer or as a primary 
lesion without preliminary ulcer, is of minor 
importance. The lesion should be cured or 
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removed early. McCarthy’s experience, accord- 
ing to Alarez, is that an ulcerated gastric lesion 
2.5 centimeters in diameter is usually malig- 
nant and one smaller may be malignant. Quot- 
ing Horsley “No case of cancer of the stomach 
has ever been known to recover except by opera- 
tion.” Following this reasoning, only gastric 
ulcers smaller than 2.5 centimeters in diameter 
situated more than an inch from the pylorus 
on the lesser curvature should be treated medi- 
cally and then only when checked repeatedly 
by X-ray. 

Carcinoma of the intestines is usually recog- 
nized by a roentgenologist when a series of 
plates are taken following a bismuth meal, or 
a barium enema if situated in the colon, Occult 
blood in the stool develops early, followed by 
increasing obstipation of the bowel, but may 
alternate with diarrhea, Symptoms of partial 
obstruction soon develop unless in the ascend- 
ing colon. Carcinoma of the large bowel is 
much more frequent than in the small bowel. 
Carcinoma of the cecum or ascending colon 
often develops marked anemia before other 
symptoms appear. It is fortunate that metas- 
tasis takes place relatively late in carcinoma 
of the large bowel, though early in the small 
bowel. One should not wait for a palpable 
mass, but operation should be done promptly. 
Whipple (7. A. W. A., 1931; Vol. 97, No. 26) 
has pointed out the advantages of a cecostomy 
preliminary to resection of the colon or rec- 
tum. I have found this to be quite an advance 
in colonic surgery. 

It has been my practice for many years in 
working up cases with chronic or progressive 
gastro-intestinal symptoms, to have also a 
roentgenogram made of the gall-bladder, ac- 
cording to the Grahm-Cole technique. This 
will often reveal evidence of a gall-bladder 
that should be removed and in a small per cent 
of will found malignant. In my 
limited experience I have a patient apparently 
well today upon whom I operated two and 
one-half years ago and removed a chronically 
diseased, thickened gall-bladder filled with 
stone, and the pathological examination by Dr. 
Budd revealed an acenocarcinoma. Such 
malignant cases would soon become inoperable 
and hopeless, if treated medically. 

The Rectum: Fvery patient presenting a 
major complaint should have a routine digital 
rectal examination, as a part of the general 
physical examination, and those complaining 
of an abnormal rectal discharge, especially 
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bleeding, or change of frequency, character, 
or amount of stool are entitled to a proctos- 
copic inspection. According to Bindley, “All 
‘vancers of the rectum can be diagnosed by a 
digital examination in conjunction with a 
proctoscopic inspection.” A roentgenological 
examination with a barium enema will be of 
considerable value in showing the extent of 
the disease when the lesion involves the recto- 
sigmoid. 

The cancer may be at the anus, just above 
the sphincter, or above the examining finger. 
A small piece may be carefully removed for 
biopsy, through the proctoscope. All too fre- 
quently a “hemorrhoid case” is posted for op- 
eration without a digital or proctoscopic ex- 
amination having been made, then to find 
some weeks later a recurrent carcinoma which 
should have had a preliminary colostomy fol- 
lowed by radical resection of the rectum at the 
time the “hemorrhoidectomy” was performed. 
It is just as important to examine the rectum 
when the history or symptoms suggest pathol- 
ogy as it is to examine other organs. 

Urology: In making digital examinations 
of the rectum on the male one must not only 
bear in mind carcinoma of the rectum, but 
must examine for the enlarged nodular pros- 
tate. A carcinoma of the prostate usually be- 
gins in the posterior portion, with or without 
hypertrophy, and is often inoperable when 
urinary symptoms develop. The hard nodular 
indurated prostate is usually malignant, and 
an early radical operation should be done while 
the carcinoma is still confined within the pros- 
tatic capsule. X-ray of the lower spine and 
pelvic bones often reveals metastasis before 
urinary symptoms develop. 

Patients with a palpable mass in the region 
of the kidney should have a complete urolog- 
ical examination, including especially a pye- 
logram, with search for a filling defect; and 
a differential kidney function test. Most uni- 
lateral kidney tumors are malignant and 
should be removed promptly. The Wilms’ 
tumor (sarcoma of the kidney in children) 
will temporarily respond to efficient X-ray 
therapy for two or three weeks. Nephrectomy 
done at that time will give the best perma- 
nent results. 

In adults, haematuria occurs in 75 to 80 per 
cent of patients with renal tumor (Dean and 
Pack). Haematuria may be produced by either 
one of many causes (about 25 in number), 
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but carcinoma of the genito-urinary tract 

frequently the cause of this symptom tha: i 
is imperative that a urological study be 1. \e 
at once by a competent urologist to deterniine 
its cause. In carcinoma the bleeding may jot 


return again for six months and then it niay 
be inoperable. 
Gynecology: The source of leukorrhea in 


the young adult female is usually an inflain- 
matory process in the cervical glands, though 
an additional source may also be found in 
the vulvo-vaginal glands, fallopian tubes, ete. 
Chronically inflamed, eroded cervices and 
cervical polyps are precancerous conditions 
and should receive proper attention. As a re- 
sult of the continuous effort on the part of 
nature to close the breach of the erosion, more 
and more immature cells are continually called 
out until the normal tendency is broken and 
the embryonic cells grow wild in cancerous 
form. I have treated more than a hundred 
such precancerous cervices with electro-cautery 
or surgical diathermy with uniformly good 
results, and none of these cases are known to 
have developed cancer. This is in agreement 
with reports of several thousand cases so 
treated by Bartlett and Smith (7. 8S. G. & @.. 
52 :249, February, 1931), Huggins (lnna/s o/ 
Surgery, 94:45, September, 1931) and others. 
It would seem, therefore, that the electro-cau- 
tery and surgical diathermy are not only cura- 
tive treatments for the chronically inflamed 
cervix, but also seem to be a preventive treat- 
ment for carcinoma of the cervix. 

The patient with a straw colored discharge. 
or with blood stains between periods, or with 
increasing watery leukorrhea after middle life 
or metrorrhagia or pelvic tumor is presenting 
cause for alarm. It has been found that even 
fibroids. frequently predispose to cancer. Such 
patients should have a careful examination im- 
mediately by one thoroughly trained in gyneco- 
logical surgery. Speculum examination is of 
equal importance with the bimanual, although 
an excellent teacher in one of our largest post- 
graduate medical schools states that he can 
determine as much about the cervix with the 
touch of his finger as by visualization through 
the speculum. I believe this to be dangerous 
teaching. Too many women will succumb to 
cancer before all of our practitioners develop 
such an acute sense of touch. “Seeing is believ- 
ing,” and this implies looking with the natural 
eye. It is futile to wait for profuse hemor- 


19: 


rh 
dia 
ule 
tO | 
dev 
are 
the 
a 
If 
sim 
put 
ly, 
app 
are? 
If 1 
pici 
Se 
solu 
by N 
to tl 
is CO 
if th 
less, 
roun 
glass 
fro 1 
it is. 
dege) 
Thes 
dia@ 
dl. 
tion 
cervl 
of tl 
is be, 
Th 
occur 
more 
tion. 
opera 
lead I 
do ly 
Tv 
each 
price 
preca 
move 
sure le 
for tl 
public 
early 
varion 
that i 
the e 





ill- 
ch 
in 
tC. 
nd 
Ms 
re- 
ot 
ore 
led 
ind 
ous 
red 
ery 
()( ya 
1 to 
ent 
so 
0. 
SO] 
ers. 
“aul- 
wa- 
med 
eat- 


rege, 
vith 
life 
ting 
even 
such 
im- 
Leco- 
s of 
yugh 
ost- 
can 
. the 
ugh 
rous 
ib to 
‘elop 
liev- 
tural 


mor- 








1953 | 


rhage, bladder, or rectal symptoms. Imme- 
diate diagnostic curettage or biopsy of the 
ulcerated, indurated cervix may be necessary 
to prove or disprove the presence of cancerous 
degeneration. In Vienna corroborative tests 
are also being used in suspected carcinoma of 
the cervix, such as: 

a. Inserting a probe into the suspected area. 
If the area is cancerous it will meet with a 
similar resistance as though it were passed into 
putty or cheese. 

hb. Copper sulphate, 10 per cent solution, is 
applied to the eroded cervix. If the eroded 
area is sealed it is probably not cancerous. 
If the eroded area bleeds it is strongly sus- 
picious of cancer, and a biopsy should be done. 

ce. An aqueous solution of iodine (Lugol’s 
solution) is used (in the second Frauenklinik ) 
by making applications through the speculum 
to the cervix. The normal mucous membrane 
is colored a deep brown in a few seconds, but 
if there is a cancerous area it remains color- 
less, forming a distinct contrast with the sur- 
rounding tissue, observed by a magnifying 
glass. Microscopical examination of scrapings 
fro mthese colorless areas determine whether 
it is a harmless cornification or early cancerous 
degeneration (J. A. WM. A.. October 31, 1931). 
These methods are only of value in the early 
diagnosis of cancer of the cervix. 

d. A cystoscopic and proctoscopic examina- 
tion is done on every case of carcinoma of the 
cervix to determine the extent of involvement 
of the bladder and rectum before treatment 
is begun. 

The greatest number of carcinomata uteri 
occur in the cervix (about 4 to 1), since it is 
more exposed to trauma and chronic inflamma- 
tion. Carcinoma of the cervix becomes in- 
operable at an earlier stage since its lymphatics 
lead more directly to important structures than 
do lymphatics of the corpus uteri. 

Treatment: Eternal vigilance on the part of 
each and all, patients and physician, is the 
price of prevention and cure of cancer. All 
precancerous lesions must be sought and _ re- 
moved with the knife or destroyed by cautery, 
surgical diathermy, or radiation, as is proper 
for the case at hand. The practitioner and 
public must be repeatedly reminded of the 
early signs and symptoms of cancer in the 
various organs, and they should be taught 
that it can be cured if completely removed in 
the early stage, and that emaciation and 
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cachexia are not only symptoms of cancer, but 
are signs of impending death. The early stage 
of every case of cancer is an emergency. Early 
and wide excision of the primary lesion while 
the cancer cells still remain local is the treat- 
ment of choice. The cancer cells must be com- 
pletely removed or completely destroyed. Ac- 
cording to W. J. Mayo, more than 72 per cent 
of cancer cases are cured if properly operated 
before the cancer cells have extended beyond 
the primary focus, and only 19 per cent are 
cured after this stage. 

We know that not all cases of cancer will 
give signs and symptoms in time to permit us 
to effect a cure, but we know that with our 
present knowledge of cancer we must make 
an early diagnosis and begin treatment im- 
mediately in order to secure the best results in 
the greatest number of cases. We must remem- 
ber that the physician who fails by neglect of 
a complete physical examination or neglect of 
necessary diagnostic tests to make sure that 
the symptoms complained of are not due to 
cancer, fails to give his patient the chance of 
cure to which he is entitled; and, according 
to the late Dr. John Osborn Polak, “Every 
failure to make a diagnosis of incipient cancer 
costs a human life.” 
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THE TREATMENT OF TOXIC GOITER.* 
CARRINGTON WILLIAMS, M. D., Richmond, Va. 


While there are some dissenting opinions as 
to the best procedure to follow for the treat- 
ment of toxic goiter, the weight of authority 
is mostly on the side of surgery. It is true 
that a small number of cases may be relieved 
by medical means, and perhaps a. slightly 
larger number by X-ray therapy, nevertheless 
in general the best interests of the patients 
with toxie goiter are served by surgical re- 
moval of the major portion of the gland. In 
our opinion infections in the upper respira- 
tory tract probably have something to do with 
the onset of toxic goiter, and are sought for 
in patients complaining of this trouble, and 
eradication of the infection if found is advised. 
Furthermore, we divide toxic goiter into two 
classes, exophthalmic goiter and toxic ade- 
noma; and we feel that in recognizing the dis- 


*Read at the meeting of the Southside Virginia Medical As- 
sociation, December 13, 1932, in Petersburg, Va. 
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tinction between these two it is important 

to recognize the different courses which | 
run. Exophthalmie goiter is much more ra 
in onset and tends to have periods of re: 
sion and exacerbation, while toxic adenom: is 
gradual in onset and tends to run a smoother 
and less severe course. Compound solution of 
iodine induces a remission in the progress of 
exophthalmic goiter and, therefore, gives more 
striking and satisfactory results than it does 
with toxic adenoma. Iodine does actual harm 
when given to a patient with a non-toxic acde- 
noma, but since it has a favorable influence 
on toxie cases Lugol’s solution is given in the 
latter cases but not as marked improvement is 
expected as in exophthalmic goiter. 

The routine treatment for toxic goiter will 
be briefly given and variations from this rou- 
tine indicated by complicating factors will be 
illustrated by case reports. 

The diagnosis is usually not difficult but in 
a small group which has neither exophthalmos 
nor enlargement of the thyroid it may be con- 
fusing. When the diagnosis has been made and 
operation decided on, the patient is put at rest, 
as a rule in bed, and is given Lugol's solution 
(thirty drops a day). When there is excessive 
nervousness small doses of some barbiturate are 
given throughout the day, frequently at bed- 
time. Digitalis and other specific cardiac 
drugs are not used unless indicated by defi- 
nite failure of the circulation. 

The patient is requested to avoid discussion 
of the operation and is almost never told when 
the time has come. Immediately before opera- 
tion a sufficient dose of some barbital com- 
pound (generally sodium amytal, 9 grains) is 
given to make the patient very drowsy or fre- 
quently soundly asleep. In order that this lat- 
ter procedure may not appear unusual, through- 
out the pre-operative hospital stay dummy 
capsules are given daily. Shortly before opera- 
tion morphine and atropin are given. If these 
sedatives have the desired effect the patient 
arrives in the operating room in such a drowsy 
state that there is later no remembrance of 
the event, and thus is avoided the explosion 
which so many of these patients have when 
prepared for operation fully conscious. How- 
ever, in spite of every precaution the nerves 
and heart occasionally are so accelerated that 
operation has to be abandoned after it has 
actually been started. In very severe cases it 
may be wise to stop after resection of one lobe, 
though it must be remembered that when an 


ent 
mil 
ope 
| 
The 
ana 
ord 
tac 
tor’) 
ner 
thet 
can 
we 
It 1: 
each 
the 
nerv 
tects 
stasi 
smal] 
AY 
creas 
rare] 
proce 
then 
imma 
most 
the 1 
they 
opera 
most 
heart 
heart 
the p 
Asi 
porta 
thage 
fills 
may 
trache 
Par 
sion Oo 
ing C; 
traum 
about 
should 
are ob 
adduet 
Post 
‘ation. 
cum @ 
the mo 
cum. 
tion is 





XUM 


vill 
yu- 
be 


in 
hos 
on- 
ind 
est, 
ion 
sive 
are 
ed- 
liac 
efi- 


sion 
hen 
ra- 
om- 
) is 
fre- 
lat- 
iwh- 
my 
era- 
hese 
ient 
WSY 
» of 
sion 
‘hen 
low- 
rves 
that 
has 
es it 
lobe, 
) an 





1933] 


entire lobe remains there is available just that 
mich more tissue to produce severe post- 
operative hyperthyroidism. 

The choice of the anaesthetic is important. 
The operation can readily be done with local 
anaesthesia with little pain but it is a tedious 
ordeal for the patient. The principal advan- 
tage of local anaesthesia is the warning respira- 
tory difficulty when the recurrent laryngeal 
nerve is irritated. With a well-trained anaes- 
thetist and light gas anaesthesia this warning 
can readily be recognized, and for this reason 
we use gas-oxygen throughout the operation. 
It is essential to remove the major portion of 
each lobe and leave in place that portion along 
the trachea, which protects the recurrent 
nerves and the posterior portion which pro- 
tects the parathyroid glands. Accurate hemo- 
stasis is obtained by ligature and suture and 
small rubber drains are generally used. 

After operation there is invariably an in- 
crease of hyperthyroidism but this is now 
rarely alarming. Lugol’s solution is given by 
proctoclysis during the first day or two, and 
then the usual dose by mouth is resumed. The 
immediate improvement in these patients is 
most spectacular; as a rule by the third day 
the unpleasant symptoms have subsided and 
they feel like different people. As before 
operation, nourishing food is given and in 
most cases readily taken, Ice-bags over the 
heart lessen the discomfort of the pounding 
heartbeat. Opiates and barbiturates alleviate 
the pain and nervousness. 

Aside from hyperthyroidism, the most im- 
portant post-operative complication is hemor- 
It is seldom alarming but occasionally 
fills the neck and unless promptly relieved 
may lead to disaster from pressure on the 
trachea. 


rhage. 


Paralysis of one cord resulting from divi- 
sion of the nerve is a rare occurrence and noth- 
ing can be done about it. Paralysis from 
trauma occasionally happens and clears up in 
about six weeks. Paralysis of both cords 
should never occur if the proper precautions 
are observed. If both cords are paralyzed and 
adducted, tracheotomy is necessary. 

Post-operative tetany is also a rare compli- 
tation. The mild cases are controlled by cal- 
cium administered by mouth or intravenously, 
the more severe ones by parathormone and cal- 
tum. It is very rare that continued medica- 
tion is necessary. 
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A more frequent and fortunately less serious 
post-operative condition is hypothyroidism. 
This is not an immediate or prolonged compli- 
cation and is first indicated by an excessive 
gain in weight. It can obviously be controlled 
by proper doses of thyroid extract. and as a 
rule disappears in a few weeks. 

Finally, an exceedingly rare. but very dis- 
tressing complication should be mentioned, 
7. e, increasing exophthalmos after operation. 
No adequate explanation of exophthalmos has 
ever been given so that there has been no ade- 
quate treatment. A few cases have been re- 
ported where the protrusion progressed to 
actual destruction of the eves. Recently, Noff- 
ziger found that there were edema and hyper- 
trophy of the orbital contents, especially the 
rectus muscles, and he reported good results 
from decompression of the orbit by removal 
of the bony roof. 

When the patient leaves the hospital good 
hygiene, especially mental, is necessary. He 
should be protected from all physical and men- 
tal strain as far as possible. Lugol’s solution 
should be continued in small doses (five drops 
daily) for about three months. Where there 
has been great weight loss a high caloric diet 
should be advised, and all cases should drink 
water freely. We do not feel that any par- 
ticular water distilled or otherwise has any 
special virtue. Stimulants of all kinds, if 
used, should be in great moderation, preferably 
they should be avoided. 

When the whole regime is carefully followed 
the mortality and morbidity from operation 
will be low and the results excellent. The fol- 
lowing cases illustrate the typical condition 
and some of the more frequent complicating 
factors. 

Report or Cases 


Case 1. Exophthalmic Goiter, Severe but 
Uncomplicated: S. D. G. (No. 35,426 St. 
Luke’s Hospital), a girl of 18 years, had dur- 
ing the past few weeks been nervous and had 
noticed forceful and rapid heart action after 
slight exertion. There had been no tremor of 
the fingers, no loss of weight, and no obvious 
change in the appearance of the eyes. Coinci- 
dent with the onset of nervousness, enlarge- 
ment of the thyroid gland had been observed. 
She had not taken iodine. Up to this time she 
had had no serious illness. 

On physical examination there appeared to 
be slight exophthalmos, the thyroid gland was 
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two to three times normal size and quite firm on 
palpation, there was no fne tremor of the ex- 
tended fingers, the heart was normal except for 
a rate of 150,'the blood pressure was 150/50. 
Otherwise the physical examination was nega- 
tive. Routine laboratory examinations re- 
vealed nothing of signi icance. The basal 
metabolic rate was plus 52. 

The diagnosis of exophthalmic goiter was 
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Case 1. 


made and operation was advised. After one 
week of the usual treatment the pulse rate was 
116 and the basal metabolic rate plus 40. She 
continued to improve, the pulse rate coming 
down to 100, and was operated on twelve days 
after beginning treatment. The post-operative 
course was very satisfactory. On the twelfth 
post-operative day the metabolic rate was 
minus 5, pulse 80, and weight 111 lbs., a loss 
of one pound. She has been seen frequently 
since leaving the hospital and reported that 
she was perfectly well and has gained fifteen 
pounds in weight. 

Case 2. Evophthalmie Coiter, Uncompli- 
cate but Very Severe: H. W. A. (No. 33,779 
St. Luke’s Hospital), a married woman, aged 
33 years, had been troubled first with poor 
vision and then increasing nervousness and 
tachycardia. During the three months since 
her first complaint she had lost twenty pounds 
in weight. She had not taken iodine. 

On admission to the clinic there was marked 
exophthalmos, marked symmetrical enlarge- 
ment of the thyroid gland, slight tremor of the 
extended fingers, pulse rate 140 to the minute 
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and blood pressure 170/70. The heart sho ed 
no organic lesion. The basal metabolic + .te 
was plus 72. She was put to bed in the hos- 
pital on the customary regime and improved 


steadily. On the seventeenth day, with a pulse 


‘ate under 100, after a dose of the usnal 
amount of sodium amytal preparatory to 
operation, she was sleeping quietly until! the 


hypodermic of morphine and atropin § was 
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Case 2. 


given. She then became wide-awake and very 
nervous, and when she reached the operating 
room the pulse rate was 180. Operation was 
abandoned. Five days later with the same 
preparation except omission of morphine and 
atropin she was successfully operated on. The 
convalescence was at first stormy but later un- 
eventful. On the tenth post-operative day the 
basal metabolic rate was minus 2, and weight 
123 Ibs., a gain of three pounds. Since leay- 
ing the hospital she has gained thirty pounds 
in weight but the metabolic rate has remained 
normal. 

Case 3. Toxic Adenomatous Goiter 1 ncom- 
plicated: A.C. R. (No. 33.569, St. Luke’s Hos- 
pital), a widow, 49 years of age, had first 
noticed about eight months ago a small nodular 
goiter. During the past two months it had 
grown larger and she had noted tachycardia 
and nervousness but no loss of weight. Phys- 
ical examination on admission to the clinic 
showed no exophthalmos, the thyroid consid- 
erably enlarged by nodular masses the right 
lobe being larger than the left, no tremor. 
pulse rate of 128 to the minute, and blood 
pressure 168/90. There was no organic heart 
disease. The basal metabolic rate was plus +. 
Infected tonsils and teeth were found and re- 
moval advised. 

She was put on rest and Lugol’s solution 
at home and one week later was admitted to 
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the hospital for operation. On the ninth day 
of treatment the basal metabolic rate was plus 
4) and pulse 100. On the thirteenth day the 
basal metabolic rate was plus 46 with pulse 
rate about the same. Operation was done on 
the fourteenth day of treatment and was fol- 
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Case 3. 


lowed by a smooth convalescence except that 
there was left recurrent laryngeal nerve paral- 
ysis which cleared up in about six weeks. The 
basal metabolic rate on the tenth post-opera- 
tive day was plus 10, weight ninety-eight, a 
loss of two pounds. Two years after opera- 
tion she had gained twenty pounds and felt 
well. 

Case 4. Toric Adenomatous Goiter Com- 
plicated by Cancer of the Stomach: J. 8S. C. 
(No, 22,520, St. Luke’s Hospital), a married 
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man, 59 years of age, came to the clinic for 
treatment for indigestion, nervousness and loss 
of weight, all of about nine months’ duration. 
He had lost thirty pounds in weight, had no 
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appetite and vomited frequently. After slight 
exercise the heart became rapid. 

Physical examination revealed no exoph- 
thalmos, and a thyroid enlarged more on the 
right side and about three times normal size. 
There was no tremor, the pulse rate was 96, 
blood pressure 135/75, and basal metabolic rate 
plus 23. X-ray examination of the stomach 
showed an advanced carcinoma of the pylorus. 
This latter condition was obviously the more 
important so the growth was resected. After 
a stormy convalescence the patient recovered. 

During the next nine months he continued 
weak and nervous, and lost about thirty-five 
pounds in weight making a total loss of sixty- 
five pounds from his average weight. The 
pulse was 108, blood pressure 124/70, and the 
basal metabolic rate plus 40. Operation on 
the thyroid was advised. 

On the ninth hospital day he was taken to 
the operating room for operation with local 
anaesthesia. As soon as the novocain was in- 
jected into the skin the pulse became too rapid 
to count, and he was therefore returned to his 
room. Two days later he was successfully 
operated on and made a good recovery. Three 
years after operation the basal metabolic rate 
was minus 16 and he had gained sixty pounds 
in weight. It is now seven years since the 
resection of the stomach and six years since 
thyroidectomy and he appears perfectly well. 

Case 5. Recurrent Exophthalmic Goiter: 
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Case. 5. 


M. L. D. (No. 33,858, St. Luke’s Hospital), an 
unmarried woman, aged 29, had come to me 
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four years ago for operation on a typical 
exophthalmic goiter. Before operation the 
basal metabolic rate had been plus 60 and plus 
57. After operation it had been plus 8. She 
had remained well for two years when there 
had been a return of her symptoms. Lugol’s 
solution and X-ray treatments over the thyroid 
had given her great relief, the basal metabolic 
rate before treatment having been plus 31 and 
after treatment plus 1. 

However, one year later, the patient returned 
to the hospital with the thyroid enlarged, mod- 
erate exophthalmos, loss of weight, nervous- 
ness, and tremor. The pulse was 120, blood 
pressure 111/76, and the basal metabolic rate 
again plus 60 and plus 56. Operation was 
successfully done and on the ninth post-opera- 
tive day the basal metabolic rate was plus 8 
with the pulse rate 68. Five months after 
operation there was a gain of twenty pounds 
in weight, a pulse rate of 80, and a metabolic 
rate plus 12. 

Case 6. Exophthalmic Goiter with Auricular 
Fibrillation, No Exophthalmos, Thyroid 
Gland not Palpated but Found Enlarged at 
Operation: S. N. H. (No. 36,005, St. Luke’s 
Hospital), a married man, aged 65 years, came 
to the clinic complaining of nervousness and 


ST. LUKES HOSPITAL 


ST. LUKES HOSPITAL 





ST. LUKES HOSPITAL 





Case 6. 


extreme weakness for the past four months, 
during which time the heart had been rapid 
and irregular. He had taken iodine solution 
for several weeks without relief so stopped it 
but one week ago it had been given again. 
Examination on admission to the hospital 


[ March, 


showed no exophthalmos, the thyroid gland 
not palpated, the heart irregularly irregulsr, 
the blood pressure 128/70, the pulse rate 140, 
and the basal metabolic rate plus 38. At op- 
eration the thyroid gland was found benesth 
the clavicles and considerably enlarged. (On 
the fourth post-operative day the heart becanie 
regular and except for brief periods remained 
regular. On the eleventh post-operative day 
the pulse was 80, basal metabolic rate minus 
8, and weight one hundred and thirty-five 
pounds, a loss of six pounds, 

Case 7. Exvophthalmice Goiter with Marked 
Thyroiditis: M. P. B. (No. 36,123, St. Luke’s 
Hospital), an unmarried woman, 25 years of 
age, came to the clinic complaining of nervous- 
ness of two or three months’ duration, rapid 
heartbeat, enlargement of the thyroid gland, 
and edema of the upper eyelids. She had taken 
Lugol’s solution for about two weeks but had 
discontinued it one week ago. 
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Case 7. 


examination on admission disclosed slight 
protrusion of the eyes, the thyroid gland about 
three to four times its normal size and very 
hard, extreme nervousness and marked tremor. 
There was no organic heart lesion, the pulse 
rate was 124, and the blood pressure 134/66. 
The tonsils were hypertrophied and inflamed, 
and it was advised that they be removed at a 
later date. 

The basal metabolic rate was plus 64 and 
ten days later plus 56. She was put to bed 
and given luminal and Lugol’s solution. While 
her general condition improved, her pulse re- 
mained rapid. During the first week in the 
hospital the temperature reached 99° in the 
afternoons; during the second week it rose to 
100°. Frequent careful examinations failed 
to reveal a cause for this fever. It was then 
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decided to operate on account of the probabil- 
ity of the thyroid being the cause. Though 
ior two days following the operation the pulse 
remained around 140, her condition was at no 
iime alarming. The microscopic picture was 
interesting in that there was a marked infiltra- 
tion of leucocytes throughout the gland, ap- 
parently giving a good explanation for the 
fever. The temperature and pulse soon receded 
to normal. On the ninth post-operative day 
the pulse was 90, basal metabolic rate plus 9, 
weight ninety-six pounds, a loss of five pounds. 

Case 8. Exophthalmic Goiter with Failing 
Heart: W.S. M. (No. 35,137, St. Luke’s Hos- 
pital), a married man, 53 years of age, came 
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were as follows: The veins of the neck were 
greatly distended ; the heart was somewhat en- 
larged and fibrillating; there was a systolic 
murmur heard best at the apex; the pulse rate 
was 140 and blood pressure 140/60; the ab- 
domen was distended and apparently contained 
a small amount of free fluid; the feet and legs 
were swollen. 

The patient was put to bed in the hospital. 
Metabolic test was not done until a week later 
when the rate was plus 35 and the pulse was 
100. At the end of the second week the basal 
metabolic rate was plus 37 and the pulse 80. 
At the end of the third week the rate was plus 
40 and the pulse 80. During this time he had 
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Case 8. 


to the clinic with the following history. For 
the past two and one-half years he had been 
so ill that he had been unable to work and 
had been confined to his home most of the 
time. During two years of this time he had 
complained of shortness of breath and _ pre- 
cordial pain, and his trouble had been diag- 
nosed as “heart disease.” His blood pressure 
had been consistently low, the systolic usually 
being from 85 to 90. Four months before com- 
ing to the clinic, he had noticed increasing 
nervousness and coincident with this condition 
enlargement of the thyroid and protrusion of 
the eyes. He had had a marked tremor of the 
fingers and had lost about twenty-five pounds 
in weight. 

Examination confirmed the exophthalmos 
and tremor. The thyroid was very hard and 
symmetrically enlarged to about five times its 
normal size. Other physical abnormalities 


appropriate doses of Lugol’s solution, digi- 
talis, and later quinidine, As the rate became 
slower the pulse became more regular and his 
general improvement was marked. 

On the thirty-second day after admission 
thyroidectomy was done which was followed 
by a very satisfactory recovery. On the four- 
teenth post-operative day the basal metabolic 
rate was minus 1 and the weight 111 Ibs., a 
loss of six pounds. One month after operation 
the electrocardiogram was normal. Two 
months after leaving the hospital he had 
gained thirty-five pounds in weight. 

SUMMARY 

The routine treatment of toxic goiter to- 
gether with post-operative complications is 
discussed. Eight cases are presented to illus- 
trate some of the individual problems which 
must be met aside from the usual routine. 

1000 West Grace Street. 
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DIAGNOSIS AND TREATMENT OF DIS- 
EASES OF THE RECTUM AND 
SIGMOID. 


R. S. ANDERSON, M. D., Statesville, N. C. 
Davis Hospital. 


There are many diseases of the rectum, but 
only a few of the most important will be taken 
up in this paper and discussed very briefly as 
to the diagnosis and treatment. Diseases of 
the rectum are very important, and a good 
many go undiagnosed and untreated simply 
because of the fact that the patient can put 
up with minor ailments and does not consult 
a physician for such things until they become 
very serious and it becomes too late for treat- 
ment to be of any value, On the other hand, 
as every one knows, most physicians pay little 
attention to rectal complaints, and, this, being 
the case, lots of conditions therefore go undiag- 
nosed. I know of nothing more satisfying to 
a patient than to get such complaints remedied. 
They are very thankful when they are relieved 
of such conditions because they are very ag- 
gravating. 

Most patients who complain of a little rectal 
irritation or a little rectal discomfort are given 
a little salve or suppository and told they will 
be all right and to return if there is further 
trouble. 

The diseases will be taken up as they occur 
most commonly in order. 


Hemorruoips 

Hemorrhoids are very common and give pa- 
tients considerable discomfort. This condition 
may be classified as internal hemorrhoids and 
external hemorrhoids. There are other classi- 
fications more in detail, but this probably is 
the most simple and will describe the condi- 
tions that we meet. 

The diagnosis of hemorrhoids is very easy. 
The external hemorrhoid is very plainly seen 
and gives the patient considerable trouble. The 
internal hemorrhoid may not be so plainly 
seen, but the patient will give a history of the 
hemorrhoids protruding after stools and at 
times very much bleeding. The hemorrhoids 
may become thrombotic and produce a great 
many symptoms, The patient usually comes 
complaining of hemorrhoids, bleeding, and pro- 
trusion after stools and cannot put up with such 
a condition any longer, The external hemor- 
rhoids are also very uncomfortable to the pa- 
tient and may present themselves as external 
tags acompanied by small varicosities; they 
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may bleed slightly at times. They are ve 
irritating. 

All these patients should have proctosco; 
examinations to rule out any malignancy. Al-o 
a sigmoidoscopic examination should be done ¢» 
rule out malignancy. Such examinations a 
not done particularly to diagnose the hem« 
rhoid condition, but to rule out malignan: 
which is exceedingly important. Having made 
the diagnosis, the treatment is very simple. 

The treatment for hemorrhoids is as follow 
For internal hemorrhoids that are not very 
severe, not giving many symptoms, are small. 
and have no associated infection as a cryptitis, 
etc., one may use the injection treatment, which 
consists of 5 per cent solution of quinine urea 
hydrochloride. This is injected very slowly, 
using an analscope to give good exposure, an 
preferably a long Luer needle attached to a 
Luer syringe. The solution must be injected 
very slowly into the hemorrhoid until the 
hemorrhoid is moderately distended. Some- 
times 1 to 2 ec. is injected in a hemorrhoid. 
One has to judge according to the type of 
hemorrhoid he is dealing with. Never inject 
too much, as it is very serious and may produce 
a severe slough. One may inject one hemor- 
rhoid at one sitting and have the patient return 
daily for three or four days until all the hemor- 
rhoids are injected, and keep the patient un- 
der close observation. This is a fairly satis- 
factory procedure, but I would prefer and ad- 
vise to have the patient admitted to the hos- 
pital, and inject all the hemorrhoids at one 
time and get the condition over at one sitting. 
It will be necessary for them to stay in the 
hospital only a day or so, and I am quite sure 
this is the best procedure in handling these 
patients where the injection method is used. 

The most important thing in the injection 
method is to be sure you are dealing with the 
type of hemorrhoid that should be injected, 
this being only the internal type and with no 
associated infection. Another important thing 
to keep in mind is never to inject too much of 
the solution because serious results have been 
obtained from too much fluid being injected. 

Now arises the question as to what types of 
solution are the best for this method. There 
are various solutions used, such as carbolic acid 
and others, but there is no question that qui- 
nine urea hydrochloride solution, 5 per cent, is 
thus far the most satisfactory, and is the one 
used most universally. 

Operative treatment for internal hemor- 
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rhoids: If the hemorrhoids are very bad, it is 
rrobably best to have operative procedure 
rather than injection method. The operation 
for hemorrhoids is very simple, the most sat- 
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Fig. 1.—Diagrammatic representution of the vascular supply 


isfactory and the one that gives the best re- 
sults being no doubt the dissection and liga- 
ture method. This procedure is carried out 
very easily, Having exposed the hemorrhoids 
satisfactorily, a clamp is applied near the edge 
of the hemorrhoid and the hemorrhoid is lifted 
up and dissected out entirely. Now we have 
only a small base to ligate. One may apply 
a clamp and excise the remainder of the hemor- 
rhoid and then transfix with chromic catgut 
the base and a few sutures inserted outward 
where the hemorrhoid was dissected away, 
leaving the outer angle free for drainage. 
There is no question that this type of opera- 
tion is the most satisfactory, and the patient 
has less discomfort following such a procedure. 
After the operation is completed, it is best to 
insert a small rubber tissue drain with a small 
piece of gauze included for at least twenty- 
four hours. It is better to leave it in for two 
to three days. 

There are various operations described for 
hemorrhoids, such as clamp and cautery, and 
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many others may be mentioned, but, as stated 
above, I am convinced that the above opera- 
tion described is the best. 

The post-operative care of these patients is 
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MAYO CLINIC 
of the anus and rectum. 
very simple and will not be discussed in this 
paper. That usually consists of liquid diet, the 
drain removed in twenty-four to seventy-two 
hours, warm compresses to the rectum for 
twenty-four hours, and olive oil retention 
enemas every twenty-four hours. The rectum 
is irrigated, using a small catheter with witch- 
hazel solution, and in a few days the patient 
is put on a very soft diet and instructed to 
take some mineral oil two or three times a 
day. It is exceedingly important to keep the 
rectum clean following these operations. 
External hemorrhoids: The treatment is 
surgery. External hemorrhoids should never 
be injected. The only procedure that is of any 
value in this type of condition is an operative 
procedure, External hemorrhoids may be ex- 
cised very simply, and where there is occa- 
sionally a small external and internal hemor- 
rhoid, both can be excised at the same time, 
using the same operation described above. The 
point I wish to stress here about the external 
hemorrhoid is the injection method should 
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never be used, because it is extremely painful 
and will produce sloughs. 


Prurirus ANI 
This is an exceedingly common condition 
and one is more or less confronted with it 
daily. It is a very aggravating condition for 
the patient. There is a constant itching and 


stinging which nothing seems to relieve. Such 
a patient has tried all kinds of remedies, and 
The diagnosis 


says that nothing gives relief. 
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the skin in doing a local anesthesia. This tre: 
ment gives marvelous results and is the on 
thing that I know that will give a compl 
cure. It may be necessary to inject more th: 
once, but usually one or two injections are su! 
cient. Here, again, do not use too much so! 
tion. Six to 8 cc. or probably a little mo 
will be sufficient. 


Fistuta 1N ANO 
Fistula in ano is a very common conditioi 





Fig. 2.—Longitudinal section through anus and rectum, showing the relative positions 
of the internal hemorrhoids, external hemorrhoids, and pectinate line. 


is obvious. There is a redness about the rec- 
tum; there may be little cracks and wrinkles 
in the skin, scaly at times and other appear- 
ances. 

The only treatment I know of that will give 
any relief for this particular condition is in- 
jection of a 40 per cent solution of alcohol in 
the skin around the anal margin. It may be 
injected at two positions—anterior and pos- 
terior, and from 6 to 8 ¢.c. on each side, It is 
injected just as one would inject underneath 


We were once taught that such fistulas were 
tubercular. Occasionally one may be tubercu- 
lar, but the majority of such conditions are 
not tubercular. It is a very aggravating con- 
dition for the patient. The past history is 
of importance. One may take a probe and find 
the fistula very easily. 

Treatment: There is only one treatment for 
fistula in ano, and that is surgery. Lay the 
fistulous tract wide open, passing a groove di- 
rector first to be sure that you are in the fistu- 
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lous tract; cut down on your groove director 
ind leave the fistulous tract w ide open. It may 
be packed with a little iedoform gauze or some 
such packing. Never insert any sutures in 
sich a condition, Allow it to heal by granu- 
lation. 

CrYPTITIs 

Cryptitis is a mild condition and is not very 
important, although it may be somewhat ag- 
vravating. If the patient’s rectal mucosa is in 
ood shape, usually such conditions do not 
arise. They may be associated with hemor- 
rhoids and conditions of that type. They do 
not give very many symptoms. They may be- 
come a little painful, and there may be a little 
itching. The patient may describe it as a feel- 
ing of worms crawling around the rectum, but, 
as stated before, in such a condition as this, if 
one will investigate closely, more trouble than 
a cryptitis will be found, and this is most likely 
an associated condition. 

Treatment of such a condition, if there be 
no associated condition, is merely to open the 
crypt and clean the rectum out very frequently. 
This is not a very important condition, and 
one does not meet with it very often. 


Potyrs 

Polyps of the rectum are very frequent, par- 
ticularly in children. The diagnosis is easy. 
At times a polyp may protrude and the pa- 
tient has noticed this. If there a polyp, one 
may feel it by inserting a finger or by passing 
a small analscope. They are usually in the 
lower rectum, although they may occur else- 
where. This, again, is another important rea 
son why a proctoscopic and sigmoidoscopic ex- 
amination should be made during a routine 
examination to rule out any polypoid condi- 
tion. 

Treatment for polyp of the rectum is sur- 
gery. Remove the polyp. This is important 
because it is a well-known fact now that polyps 
may become malignant and do become malig- 
nant very frequently. 


ANAL Fissure 

Anal fissure is a minor condition, but it pro- 
duces excruciating pain and is exceedingly ag- 
vravating to the patient. The diagnosis is 
simple. At times one has trouble in finding a 
fissure, but with careful investigation it can 
be located with ease as a little fissure-like area. 
At times it may become infected. 

Treatment is excision of the fissure, leaving 


the wound open, and allowing it to heal by 
granulation. 

There are other minor conditions of the rec- 
tum, but they will not be taken up in this pa- 
per, as they can be taken care of easily as they 
arise. 

CANCER OF THE RecTUM 

This is the most important lesion that one 
has to deal with in the rectum. Symptoms of 
such a condition may be very few or there may 
be no symptoms at all. Many such patients 
have been operated upon for hemorrhoids, or 
have had injection treatment for hemorrhoids 
and various other procedures, since the lesion 
at the time of such examination was probably 
so small that it was overlooked, or the pa- 
tient’s symptoms seemed to be referable mostly 
to the hemorrhoids. Here, again, is a very 
important reason why all patients should have 
proctoscopic and sigmoidoscopic examination 
which should be done with extreme care. The 
entire mucous lining of the bowel should be 
observed very closely to see if there is any 
area at all that looks suspicious or any small 
ulceration whatsoever. If such is present, the 
only procedure that should be done is as fol- 
lows: A small piece should be removed and 
sent to a competent pathologist for a detailed 
examination, and nothing more should be done 
for this patient until this report is returned. 
Although it may not look malignant grossly, 
it may be very highly malignant microscopi- 

cally, and to go on with any other procedure 
at that time would be a serious handicap to 
the patient. One should never advise a hemor- 
rhoidectomy until he is absolutely sure there 
is no other lesion in the rectum. There are a 
few symptoms of carcinoma of the rectum, such 
as bleeding, which is the most important, but 
outside of this there are very few symptoms: 
and, as a rule, when bleeding has occurred, the 
process has been going on some time and 
ulceration has been produced, The patient 
may think he is bleeding from hemorrhoids and 
present himself with such a complaint. <A 
careful examination will clear up the diag- 
nosis. 

There cannot be enough said about care 
being taken in diagnosing lesions of the rec- 
tum, because early conditions which may be 
malignant may be taken care of with fairly 
good prognosis, while, if one waits too long, 
regardless of what procedure may be done, the 
prognosis is bad. Even insertion of a finger 
will help one to clear up the diagnosis. The 








738 


patient may not have any symptoms of bleed- 
ing whatsoever and may not be conscious of 
the fact that he has any trouble in the rectum. 
He may not present himself with a rectal com- 
plaint, or he may complain of a little bearing- 
down pain in the perineal region which is very 
indefinite. In other words, he may not give 
any symptoms referable to the rectum what- 
soever, and, on examination, unless one inserts 
the finger in the rectum, a very important con- 
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Fig. 3.—a. Hemorrhoid operation ; 
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hemostat applied to interna! hemorrhoids ; 


good, One is often confronted with the qu. s- 
tion as to when a condition is operable aid 
when one is inoperable. Of course, that is 
fairly easy to determine if the condition is 
large and has penetrated the rectal walls and 
involves the prostate. Such a lesion is pre 
ably inoperable, and, if the patient has symp- 
toms of obstruction, the only thing to do is 
a permanent colostomy, followed by treatment 
of the lesion with radium. 


MAYO CLINIC 


Pennington’s triangular clamp retracting anal mar- 


b, triangular clamp removed from 


left, straight clamp applied to skin margin, incision made external to pectinate line. 


dition may be missed. I have seen a fairly 
large ulcered type of carcinoma of the rectum 
without any symptoms whatsoever. These 
lesions commonly occur on the posterior wall 
of the rectum, but they may occur anywhere. 
But the most common occurrence is on the pos- 
terior wall. They may be so extensive as to 
involve a large part of the rectal mucosa and 
almost produce obstruction without any symp- 
toms. 

Treatment for carcinoma of the rectum is 
surgery, provided the lesion is operable. If the 
lesion is inoperable, then one may use radium, 
X-ray, etc., as palliative, and not as a curative 
measure. There is no question that in these 
inoperable conditions radium is exceedingly 
important and does a considerable amount of 


There is no question that any one who has 
a cancer of the rectum should have an ex- 
ploratory laparotomy to determine whether or 
not there is any metastasis and to determine 
what further surgery should be undertaken. 
If there is metastasis in the liver or glands, 
one may only do a permanent colostomy. On 
the other hand, if there is no metastasis, the pa- 
tient should be prepared for a radical opera- 
tion. Such patients are sometimes given 
radium before operation, and this reduces the 
growth somewhat in size, and also clears up 
some of the inflammation, but most surgeons 
advise against the use of radium before sur- 
gery, because it makes surgery much more 
difficult to do. 

The lesion having been diagnosed as oper- 
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able, a mid-line incision is made, the upper 
abdomen explored for metastasis, looking es- 
pecially at .the liver. If no mestastasis is 
found, a small left inguinal incision is made 
and a permanent colostomy is done, single bar- 
rel type. The distal portion of the descend- 
ing colon is turned in and left in the pelvis. 
The blood supply is not disturbed. Where 
the colon is brought out through the left in- 
guinal incision, a clamp may be put on and 
left for seventy-two hours. A Rankin clamp 
may be used in doing this or most any type 


r 


b : 


a sufficient length of time to wait before the 
radical procedure is undertaken. With the 
colostomy now working very satisfactorily, the 
last stage of the operation may be completed. 
The procedure which is used to a large extent 
now is the combined abdominal-perineal resec- 
tion. The posterior dissection is carried out 
first, the patient lying flat on his abdomen while 
this procedure is being done, and being car- 
ried out as in a Kraske’s dissection, It may or 
may not be necessary to remove the coccyXx. 


Having dissected the growth and the rectum 






‘Crushin 
cl amp 





Fig. 4.—a. Hemorrhoid operation; crushing clamp applied; excision of hemorrhoid ; 
b, suturing hemorrhoidal stump. 


of clamp. No sutures should ever be inserted 
into the bowel in doing a colostomy, because 
there is a chance of puncturing the bowel and 
allowing an area for infection to take place 
lower down. This clamp, which is on the 
proximal loop, may be loosened in seventy-two 
hours with safety and a small catheter inserted 
into the bowel to relieve the gas and distention. 
Such a colostomy works most satisfactorily. 
Now the mid-line incision is sewed up. The pa- 
tient is kept around for three weeks or longer, 
or may be allowed to go home and return later 
for the last operation. Usually three weeks is 


out thoroughly, a rubber glove is now put over 
the growth and rectum and this is pushed in 
toward the pelvis and a couple of silkworm 
sutures applied to the skin margin of the 
wound. The patient is now turned on his back 
and again an incision is made in the mid-line, 
when the remaining portion of the sigmoid 
is entirely dissected out. The growth and the 
remaining portion of the dissected sigmoid is 
then delivered out through the abdomen. The 
pelvic floor is repaired, all raw surfaces are 
covered with peritoneum, a few drains are in- 
serted, after which the wound is closed. A 
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drain is inserted in the posterior wound and 
this is packed with gauze. This packing 
should come out in five or six days. In the 
meantime, the tube which is in the posterior 
wound may be irrigated the second or third 
day to loosen up the gauze so it can be re- 
moved easily. This is a very radical proce- 
dure, but offers the patient the best result. 
Now every one does not choose to do the ab- 
dominal-perineal method. Having performed 
the colostomy, either of the single barrel type 
or a simple ordinary colostomy, he may not 
choose to do the abdominal perineal method. 
In such case a posterior resection (IKraske’s 
type of operation) may be carried out with 
very satisfactory results. The advantage of 
having a single barrel colostomy and doing 
an abdominal perineal section is that one re- 
moves the entire distal portion of the descend- 
ing colon and sigmoid and at the same time 
makes a very clear dissection of all the glands 
that can possibly be removed and offers the 
patient no doubt a better chance, On the other 
hand, doing a Kraske’s type of operation, that 
is, a posterior resection, having used an ordi- 
nary type of colostomy prior to the operation, 
one leaves a small piece of the colon distant 
to the colostomy still present, because a dissec- 
tion cannot be carried out high enough from 
behind to get this portion of the sigmoid and 
descending colon; and, too, he has not made 
a dissection of the glands, which can be carried 
out in the abdominal route. But one must bear 
in mind that there are still a large number 
of cancers of the rectum treated satisfactorily 
with merely a simple colostomy and a posterior 
resection of the rectum (Kraske’s type). If 
the patient is a poor risk and one feels that 
a combined abdominal-perineal method would 
be too serious an operation, then I believe a 
simple procedure as above is usually indicated. 

There is another type of operation (Har- 
rison) which is sometimes done for lesions low 
in the rectum. The lesion may be cut out and 
the ends of the rectum brought together; this 
will sometimes give satisfactory results. Of 
course, this is where the lesion is low and small 
and one is sure of no metastasis. Even a colos- 
tomy may not be necessary in these cases, but 
it probably would be better to perform a tem- 
porary colostomy prior to such an operation. 
No doubt the healing process would be aided 
considerably, though one rarely finds a condi- 
tion so simple as to apply such an operation. 
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All these patients should get deep X-ray the 
apy after operation. 


Lesions OF THE SiGMoIp 

Lesions on this portion of the bowel are ve: y 
common, particularly polyps. This is also a 
common location for carcinoma. The diagnos.s 
of such lesions are made practically entirely 
by sigmoidoscopic examination. At the time of 
the examination, a small specimen should |e 
removed and sent to a competent pathologist. 
No further examination or treatment should 
be advised in a patient suffering from such a 
condition until a report has been given. 

I know of nothing of more importance than 
to have a careful sigmoidoscopic examination. 
On this portion of the bowel lesions are fre- 
quently overlooked until it is too late to do 
anything much about it. Having once mace 
a diagnosis, the treatment is very simple, 
although it may be very radical for the pa- 
tient, as only a few things can be done when 
once diagnosed in this area. 

Polyps are very common in this portion of 
the bowel, and are usually associated with 
polyps above, involving the descending colon 
and transverse colon. It may not be necessary 
to advise any treatment unless the patient is 
suffering from such a condition. However, if 
the polyp on miscroscopic examination shows 
any sign of undergoing a malignancy, proper 
treatment should be carried out, for, as we 
know, polyps frequently become malignant. It 
was once thought that polyps were benign, but 
this statement is no longer true. They are a 
source of future trouble. If such a patient 
is suffering very much from polyps, the proper 
treatment should be at once advised. 

Treatment for carcinoma of the sigmoid, if 
a diagnosis has been made early and there is 
no evidence of metastasis, should be carried 
out as follows: In all these cases exploration 
of the abdomen indicated to determine 
whether or not there is metastasis. A mid-line 
incision is usually made for this purpose. Hav- 
ince once opened the abdomen and thoroughly 
explored, if there is no sign of metastasis of 
the liver or glands and if the lesion is in the 
lower portion of the sigmoid and cannot be 
brought up and immobilized, the following 
procedure should be undertaken. A permanent 
colostomy should be made by bringing it out 
through a left inguinal incision. This should 
be a single barrel type colostomy, that is, the 
distal loop of the big bowel should be turned 
in and dropped back in the pelvis with a good 
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blood supply. The proximal loop which should 
be brought through the left inguinal incision 
should be clamped with a very tight fitting 
clamp, and this clamp can be left on for 
seventy-two hours. No sutures are ever in- 
serted in any colostomy. The inguinal incision 
should be small so that the bowel fits very 
snugly. The clamp may be left on, as stated 
above, for approximately seventy-two hours, 
and then, if the patient is beginning to suffer 
from symptoms of obstruction, one may pass 
a catheter in the bowel and irrigate if neces- 
sary. As little manipulation as possible should 
be done at this time in order to prevent infec- 
tion around the bowel and until definite ad- 
hesions have taken place in such area. Usually 
insertion of the catheter will relieve the gas 
distention, and the patient may be greatly re- 
lieved. In a few days this colostomy will be 
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are inserted in the skin. The patient now may 
be turned over on his back and again the mid- 
line incision is made and the remaining part 
of the sigmoid dissected out together with any 
glands that might be present. A complete dis- 
section is made. The growth, rectum and the 
sigmoid, are all brought out through the ab- 
dominal incision. This having been completed, 
the pelvic floor is now carefully repaired with 
peritoneum, all the raw surfaces being covered 
as carefully as possible. It is always best to 
insert two or three drains in the pelvis. The 
abdominal wound is closed in the usual man- 
ner. Before the operation is begun, the previ- 
ous colostomy is well covered to prevent infec- 
tion of the abdominal wound. ‘The abdominal 
portion having been completed, the patient’s 
legs are now flexed and a gauze pack is in- 
serted gently in the posterior wound; a rubber 
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Fig. 5.—a. Carrying suture through structures external to the anal margin (avoiding 
the skin); b, mucosal stump drawn into the wound by the ligature described in a. 


working satisfactorily, and the patient will 
begin to have bowel movements fairly satisfac- 
torily, when it will be perfectly safe to irrigate, 
and can be cared for accordingly. Such a pa- 
tient, if in good shape, may remain around the 
hospital for two or three weeks, or he can be 
sent home for three weeks or a month, and re- 
turn later for the second operation. Approxi- 
mately four weeks will be sufficient length of 
time before further surgery is undertaken. The 
patient usually gains strength and feels con- 
siderably better after this length of time. 
The second part of the operation consists of 
the following: A combined abdominal-perineal 
section is done. The posterior resection 
(Kraske’s type of operation) of the rectum and 
lower part of the sigmoid can be carried out 
first, and a rubber glove inserted over this por- 
tion and dropped back into the lower rectal 
fossa, after which a few sutures of silkworm 


tube is usually inserted, also any necessary 
repairing of the posterior wound and skin mar- 
gins as may be deemed necessary. 

The patient is cared for in the routine man- 
ner from now on and usually gets along per- 
fectly all right. The after-care of such pa- 
tients is extremely important and a routine 
procedure is usually carried out in all these 
cases. Nothing is given by mouth for three to 
four days, and fluid intake is kept up by in- 
travenous administration. 

Now, concerning the posterior wound. It is 
always well to begin to irrigate the wound with 
potassium permanganate or some such solution 
about the third or fourth day. This will aid 
in softening the gauze pack, which should be 
removed on the sixth day. The pack can 
usually be removed without much trouble. It 
is somewhat painful to the patient, but nothing 
serious usually takes place. The rubber tube 
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may be left in, if thought advisable, for fur- 
ther irrigation, or it may be removed also, and, 
if the patient requires further irrigation, a 
small catheter may be used. This part of the 
wound usually heals very nicely. Such a pa- 
tient usually gets out of the hospital in three 
to four weeks. 

Deep X-ray therapy should be carried out, 
which is more or less routine in these cases, 
and a properly fitted colostomy bag should be 
given all of these patients. They can usually 
carry on their daily routine of life very sat- 
isfactorily; and one is amazed at how well 
they do their work and how well they get 
along in society. The colostomy usually works 
so satisfactorily that they are no longer em- 
barrassed to continue their occupation and to 
go out among people. Such patients are usually 
very grateful. 

A note may be made here that all cases that 
have rectal and colon lesions are given vaccine 
intraperitoneally three or four days before the 
primary colostomy is made. This vaccine 
is an especially prepared vaccine, usually com- 
posed of colon bacilli and other organisms 
which are found to be normal inhabitants of 
the bowel. The vaccine is kept constantly on 
hand and can be made from patients who have 
been suffering from peritonitis. Such a pro- 
cedure no doubt helps the patient to fight 
against a peritonitis which is more or less un- 
avoidable to a certain extent in all these cases. 
There is no question that the introperitoneal 
treatment of vaccine has reduced the mortality 
rate from peritonitis considerably. Such pa- 
tients may be given the vaccine prior to the 
colostomy, and another course of vaccine when 
they report back for the second operation— 
which may be three to four weeks later. The 
quantity varies, the technique is very simple, 
and one usually has no difficulty in carrying 
out such a procedure. 


The illustrations used in this paper were obtained through 
the courtesy of Dr. Louis A. Buie and W. B. Saunders Com- 
pany. 





MOUSE FAVUS. 


FREDERICK W. SHAW, M. D., Richmond, Va., 
Department of Bacteriology and Parasitology, Medical 
College of Virginia, 
and 
FREDERICK J. WAMPLER, M. D., Richmond, Va. 


Department of Preventive Medicine and Public Health, 
Medical College of Virginia. 


Mouse favus was probably first published 
by Bennett! in England, in 1850. He states 
that the lesion was on the face of the mouse 
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and that the same cryptogamic vegetations 
were to be detected as in man. Bazin recor's 
that a mouse with favus was caught in a trap 
in New York in 1854. Two children had a 
parently become infected with this disease, vy. 
a cat from a mouse. 

Friedrich? in 1857, described a mouse whic! 
was brought to him by a student. The infec 
tion involved the whole region between the 
ears and snout and was manifest by ay 
lowish white crust like a cap. The clinical 
picture was that of favus, as were the micro 
scopic findings, although the fungus was | 
lieved to differ in some respects from that of 
human favus. 

Zander*, who first mentions the fatality 
among mice infected with favus, questioned 
the identity between the organism of human 
favus (Achorion schoenleinii) and that of 
mouse favus, which he termed Achorion ben- 
netti. 


Schrader? reported an epidemic of mouse 





Fig. 1.—Mouse with favus. Lesions on head and thorax. 
favus which occurred in an old building; most 
of the mice caught were affected with favus. 

The first evidence that favus of mice can 
be transmitted experimentally to man was 
given by Pick!, in 1865. He induced the dis- 
ease in man by rubbing the skin with par- 
ticles from the scutulum obtained from a favic 
mouse. He concluded that the two diseases 
are caused by the same parasite. 

Von Frauenfell. in 1865. reported an epi- 
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dermal growth on the ear and head of a house 
mouse, which he identified as favus. 
Tripier!- observed cases of mouse favus in 
Lyons, and transmitted the disease experi- 
mentally. 
Molliere! found mouse favus prevalent in 
Lyons. 


Simon! examined three mice caught in a 
workhouse in Hamburg. Favic lesions were 
well marked in all of the animals. Later 


many favic mice were secured from the same 
place. He states that the disease frequently 
destroys the eyes and may prove fatal to mice. 

Anderson!, in 1868, reported the first Euro- 
pean instance of probable natural transmis- 
sion of the disease from mouse to man. He 
described several instances of such transmis- 
sion, among them a case of favus contracted 
by a young child, probably from a trapped 
mouse, and later transmitted to other mem- 
bers of the household. ‘This disease in mice 
was reported as common in many houses in 
Glasgow. 

Spontanequs transmission of favus from 
mouse to man was also recorded by several 
writers in Lyons and Bordeaux. 

Paton! recorded an 
ringworm among soldiers in barracks in Eng- 
land. A cat was found to be seriously affected 
with favus. This fungus was especially fatal 
to mice. He found it common in cats and chil- 
dren, and occasionally it infected adults. 


extensive outbreak of 


Fliigge stated that favus in mice had been 
observed in his laboratory, and that Nicolaier 
had cultivated the organism and proved the 
transmissibility of the disease from mouse to 





on the abdomen. 


Fig. 2.—Favus 


mouse. He concluded that there were micro- 
scopic differences between the organism of 
mouse favus and that of human favus. 

In 1886, Quincke, studied the organism ex- 
tensively and showed it to be different from 
the organism of human favus. Zopf, 1890, 
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gave this organism the name Achorion quinck- 
eanum. 

Sherwell’, in Brooklyn, concluded that a 
number of cases of human favus were con- 
tracted from the lower animals. He men- 
tioned a family in which two members con- 
tracted favus from a dog, which had probably 
been infected from rats and mice. Many mice 
were seen which had favus. 

Hutchins, in Atlanta, Ga., recorded a case 
of favus of the scalp which occurred in a 
Negro child. The disease was apparently con- 
tracted from white rats. 

In 1917, there occurred a most extensive 
epidemic of favus in field mice in Australia, 
and the women employed in mending wheat 
sacks contracted the disease. 

Buchanan! concludes: 1. There exists in 
many parts of Europe and in Australia, and 
probably in the United States and in other 
parts of the world a disease, mouse favus, the 
cause of a highly fatal infection among mice 
and not infrequently transmitted to man, pro- 
ducing a herpetiform favus of the smooth skin. 
The disease in man usually yields readily to 
treatment. 2. Samples of mouse skins and of 
wheat from Australia failed to show evidence 
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38.—Achorion quinckeanum. 
rectangular cells in (a). 


Fig. 


of favus. That the disease is prevalent among 
the field mice that have attacked the Aus- 
tralian wheat stores seems to be established 
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through the accounts of Paul and of Law- 
rence. 3. It is not improbable that cases of 
favus herpeticus may arise occasionally among 
men who handle the imported Australian 
wheat or in animals, particularly rodents, that 
feed on the grain or on certain of the mill by- 
products. 4. It is not probable that the danger 
from the disease is great enough, or the dis- 
ease itself serious enough, to warrant inter- 
ference with the importation of the wheat 
from Australia. 

As near as we can find out, mouse favus 
made its first appearance in Richmond about 
the first of December, 1932. The distribution 
is, as far as we can tell at the present time, 
confined to one building. This building is a 
fire-proof structure of eleven floors. Mice af- 
fected with the disease have been caught on 
most of the floors. The top floor and the 
roof are used for the storage of grains and 
feed. The feed comes from all parts of the 
State, but the points from which the grains 





Fig. 4.—Colonies on dextrose agar. One week old. 2X. 


used in the making of these feeds come are 
not known. It is possible that some of the 
grain comes from a foreign country in which 
mouse favus is prevalent. Another possibil- 
ity is that boxed goods, such as glassware 
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packed in straw, coming in from some foreig: 
country might nave carried either the skin « 
a diseased mouse or the fungus might hay 
been distributed throughout the straw. Shi 
ments like this have been received in this builc 
ing in recent years from a European countr 
in which mouse favus has been prevalent. 

For a number of years no foreign ships hay 
put in at the port of Richmond until a month 
ago, and that boat was from Cuba. No dis 
eased mice have been found about the whart. 





Fig. 5.—Colony 24 hrs. old. 100X. 


The building in which the disease was found 
is removed from the local wharf at least a 
mile and a half. A number of business houses, 
wholesale concerns, et cetera, adjoining this 
infected building, have been visited with en- 
tirely negative results. The houses which 
make a business of catching rats and mice have 





Fig. 6.—-Wet preparation from colony on dextrose agar. Spores 


and mycelium. 800X. 
not seen any condition in these animals that 
suggests its presence here. 
Relative to the number of mice which were 
infected with favus it might be stated that 
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on one night there were caught, in one suite 
of rooms, twenty mice of which nine were in- 
fected; at another time thirty-five with thirty 
infected ; at still another time twenty-two with 
fourteen infected. This is not the total catch; 
the total far exceeds these figures. 

The organism of mouse favus, Achorion 
quinckeanum, was isolated and grown from 
ten of the infected mice. Direct examination 
of the crusts in clearing solution, or by the 
use of stained slides, shows the fungus con- 
sisting of oval or rectangular spores and 
mycelia threads. The cultivation of the or- 
ganism shows white colonies with irregular 
surface and a duvet. These characters are 
well shown in the illustrations. Microscopic 
examination of the colony shows spores and 
mycelial threads. 
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INSULIN NEURITIS: A CASE REPORT. 


CHARLES M. CARAVATI, M. D., Richmond, Va. 


The number of individuals having diabetes 
and requiring the subcutaneous injection of in- 
sulin daily need not be mentioned. It is, of 
course, essential to life in many and allows 
others to partake more freely of a liberal diet 
and retain their weight and well-being. It is, 
therefore, well to point out simple measures 
that may be utilized in order that diabetics 
receiving insulin may be relieved of symp- 
toms which are probably caused by the con- 
tinued use of this animal extract. 

“Insulin neuritis,” so termed, refers to sub- 
jective symptoms usually in the lower extremi- 
ties, as pains, numbness, tingling, thermal 
changes and the like, which the patient com- 
plains of at a rather short interval after the 
beginning of daily injections of insulin. At 
times, though rarely, these discomforts are 
marked and continue as long as insulin is ad- 
ministered, With the discontinuance of insu- 
lin, the parasthesias usually disappear in three 
or four days, only to be manifest again after 
the resumption of insulin therapy. 

No reference to this troublesome condition 
can be found in the available literature. Neu- 
ritis associated with diabetes is a common ail- 
ment, and, in fact, neuritic pains are com- 
plained of by a large proportion of diabetics. 
However, these disturbances along the periph- 
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eral nerves usually are improved or disap- 
pear after the patient is sugar-free. Dr. 
Frederick Allen! feels that “either reduction 
in sugar or in weight may temporarily aggra- 
vate or produce pains, which were formerly 
latent, but with the control of weight and 
sugar there is permanent relief of symptoms.” 

In a personal communication from Dr. E. P. 
Joslin, he states he has not observed a case of 
insulin neuritis, and Dr. William Jordan® ex- 
presses the same view, adding that if insulin 
produces an anaphylactic skin reaction, it may 
possibly produce a neuritis, though he knew 
of no such case. Frank Allen! has commented 
on the local skin sensitivity of some patients 
to insulin and has advised the change of brand 
of the secretion of the pancreas, finding that 
this often immediately relieves the skin irri- 
tation. 

Utilization of this observation, may assist 
the clinician in relieving “insulin neuritis.” 


Case Rerorr 

Mrs. E. F. G., age 48, first observed in Oc- 
tober, 1931, with a history of having been in 
poor health for five or six years. Was told 
she had diabetes six months ago. Many of 
the prominent symptoms of diabetes were her 
complaints, namely, polydypsia, loss of weight, 
pruritus vulvae and history of two carbuncles 
in the past three years. She had had no sub- 
jective symptoms of pain or other peripheral 
nerve disturbances. 

When first seen her blood sugar estimation 
was 425 mgs. <A four plus sugar reaction and 
a four plus diacetic acid, with a two plus ace- 
tone reading were found in the urine. 

After hospitalization, her tolerance was 
found to be about 68 grams of carbohydrates 
in twenty-four hours and her caloric intake 
could not exceed about 990 calories without 
glycosuria. Insulin was given and a diet of 
1,536 calories was soon reached, with a carbo- 
hydrate-fat ratio of one to one and one-half, 
using about .7 grams of protein per kilogram 
body weight. 

In order to prevent glycosuria, it was neces- 
sary to administer about 45 units of insulin 
daily. Later, the diet was increased and the 
insulin dosage kept the same until the patient 
was able to take about 1,800 calories, with about 
110 grams of carbohydrates available in twenty- 
four hours. 

The blood sugar reading ranged from about 
130 to 150 mmg. The weight was retained 
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and she showed marked improvement under 
this regime until, about four weeks after the 
beginning of the insulin therapy, she began 
complaining of numbness, tingling and shoot- 
ing pains down the lower extremities. ‘These 
continued to increase in severity and soon 
necessitated the use of sedatives and analage- 
sices for the relief of these discomforts. <A 
search for the etiology of the parasthesias was 
unsuccessful. Attempts to determine if the 
‘ause were some central nervous system con- 
dition, some peripheral vascular pathology, 
evidence of lower spinal or sacral pressure, or 
of focal infections, were quite thorough, but 
no evidence was found to substantiate either. 
Finally, it was suggested that the patient 
change the brand of insulin, and this she did, 
with no relief from her symptoms. Then she 
was advised to discontinue the use of insulin, 
and within three days the discomfort had prac- 
tically ceased. 

Immediately, however, her hyperglycemic 
state returned and it was necessary to again 
resort to insulin, for the care of her diabetes 
and resulting acidosis. After using insulin for 
a few days the symptoms as above reappeared. 

Intradermal skin injections of four brands 
of insulin were tried and all gave slight but 
definite reaction, save one, and this had not 
been previously given the patient. Using the 
same dosage as previously, we began the ad- 
ministration of the new brand, which showed 
no skin hypersensitivity, ard as yet the pa- 
tient has had no return of her fermer para- 
thesias and pain. Several weeks ago, »s a clini- 
‘al trial, we again returned to the use of the 
first brand of insulin and the former discom- 
forts were felt by the patient in about three 
days. Again, a shift was made and the non- 
reacting insulin was used daily in the same 
dosage. Within several days the condition im- 
proved and now the patient remains symptom- 
free and appears to be in nitrogen equilibrium. 

There is no attempt made to explain the 
phenomena described. Whether the condition 
may have been co-incidental with the diabetes, 
I am unable to state. Whether the pains and 
other neuritic discomforts were produced by 
some form of allergic sensitivity to the par- 
ticular glandular extract, one cannot definitely 
state. However, it seems likely that the data 
as presented is suflicient evidence for a justi- 
fiable conclusion that the individual idiosyn- 
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crasy to certain forms of insulin was responsi 
ble for the symptoms. 

It is interesting to note that of the fou 
brands of insulin utilized in this experimenta 
case, three were prepared from the beef pan 
creas and one from pork pancreas. However 
the only product which gave no skin reactior 
and the one finally selected for permanent 
therapy, was prepared exclusively from thi 
beef pancreas. 

The fact remains that, when an individual! 
develops a hypersensitivity or peripheral nerv: 
disturbances while receiving subcutaneous in 
sulin, it may be advisable to change the brand 
of the product. 
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CONVULSIONS DUE TO RENAL RETEN- 
TION TOXEMIA—CASE REPORT. 


ALLEN H. MOORE, M. D., Doylestown, Penn. 


Mrs. K. S., age 30, was pregnant about 4 
months when she complained of what seemed 
to her a watery flow from the vagina. Noth- 
ing happened until a month later when, after 
sweeping off a light snow from the sidewalk, 
uterine pains began. She had a miscarriage. 
For 2 weeks she had a bloody discharge, and 
suddenly one morning she went into a convul- 
sion. This convulsion was the tirst that she 
had ever had in her life. Another convulsion 
occurred exactly a week later. Complete urine 
analysis and blood chemistry failed to show 
any abnormalities. She was examined after 
two weeks by a consultant who could not find 
anything that he thought would account for 
the convulsions. He did, however, recommend 
that she have her uterus curetted because of 
the constant and continued bloody uterine dis- 
charge. This treatment was not carried out, 
but later she passed from the uterus a large 
piece of retained membranes. The bloody dis- 
charge discontinued. Her health improved 
considerably for about 16 months and then 
she was seized with another convulsion. As 
soon as she was conscious, she complained of 
an excruciating pain in the lumbar region. 
The pain continued. X-rays showed that she 








1933 ] 


had a fracture of the 12th dorsal vertebra. 
The patient was treated for the fracture and 
was put on.a fracture board for 6 weeks. She 
was allowed to be out of bed but was com- 
pelled to wear a spinal brace for 8 months. 

The patient again went on for a period of 
eleven months when she was seized with an- 
other convulsion. The patient claims that she 
knew when this convulsive seizure was coming 
on, as she had a depressed feeling and was 
emotional. The day following the convulsion 
the patient had four hard chills. Let it be re- 
membered that during these convulsions a deep 
sleep did not follow nor did she at any time 
become incontinent. All of the convulsive at- 
tacks dated from the miscarriage. The con- 
vulsions always preceded the menstrual flow. 
These convulsions have continued up to the 
present time with increasing frequency. 

Laporatory Fixpines: Blood sugar 
mg. per 100 c.c. Creatinin 0.16 N. P. 
Uric acid 2, Wassermann negative. 
negative. 

Puysicar Examination: Entirely nega- 
tive with the exception of a slight pelvic dis- 
turbance, a moderate retroverted uterus. 

Comment: It is to be noted that the pa- 
tient’s domestic tranquillity was unquestioned, 
and the thought of hysteria was not long en- 
tertained. 

A positive diagnosis of epilepsy was made 
by several of the physicians who had seen her 
in consultation, and luminal was prescribed 
with the simple statement that there was noth- 
ing else to do. 

Endocrine disturbance was seriously consid- 
ered. Her basal metobolic rate was within 
normal limits, and there were no other find- 
ings that even remotely suggested a positive 
endocrine finding. 

Brain tumor certainly had to be ruled out 
as a real possibility. A detailed X-ray study 
failed to show any intracranial 
pathology. 

Renal Disturbance: The patient’s high N. 
P. N. rather definitely established the under- 
lying factor leading to the premature delivery 
mentioned and the convulsions as arising from 
renal retention toxemia. 

TREATMENT: /)iet: This was greatly lim- 
ited as to proteins and chlorides. TIodized salt 
was substituted for the ordinary table salt, and 
this sparingly. Fried foods were avoided. 
Abundance of fruit and fruit juices, butter- 
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milk and skimmed milk were given. Soggy 


carbohydrates, such as pot pie, crust of fruit 
pies, etc., were permitted. Food seasoning 
was limited. The family was instructed to 
immediately check up on the food intake for 
the previous 48 hours as it was likely that 
some dietic error was contributory to the con- 
vulsive cycles. 

Varium tablets (5 grains each) were pre- 
scribed for at least three months. There were 
instructions to resort to placental extract one 
week before the time of an expected men- 
strual flow should there be any menstrual dis- 
turbance with a persistent leukorrhea. 

Basham’s mixture, 2 drams in water t.i.d., 
p.c., was given for a week at a time every 
other week in order to maintain and carry 
hematinic action. 

ProGnosis: Guardedly favorable as to dura- 
tion for years depending upon cooperation by 
the patient with her family physician. 





. 
Question Box 

1. Is there a period, even one of brief dura- 
tion. following transfusion, either direct or 
indirect, when the patient’s blood-clotting is 
diminished, before it is made quicker? In a 
recent case, there was decidedly abnormal 0oz- 
ing from every pore, when a preliminary trans- 
fusion had been given immediately before 
operation for bleeding gastro-jejunal ulcer. 

Answer, The experience you have had with 
your patient following a blood transfusion 
must be an unusual one. I recently had the 
opportunity of analyzing a series of more than 
2,000 transfusions and in this group, not a 
single patient presented the type of reaction 
your patient apparently had. Generally speak- 
ing the blood-clotting time is not modified by 
transfusions, except in the event it is given 
for some unusual type of blood dyscrasias rep- 
resented specifically by purpura haemorrha- 
gica. It would be interesting to examine the 
patient’s blood for bleeding and clotting time, 
for it might be that vour patient has hemo- 
philia. W. B. P. 

2. Why have Virginia physicians drifted 
so far away from the use of U.S. P. and N. F. 
preparations into the practice of using ready 
made proprietaries at much higher prices than 
similar “officials” which may be made at any 
good drug store? 
The question you have asked is 
It is 


Answer. 
one of individual practical importance. 
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impossible to give a positive answer as to why 
physicians do not prefer to use U. S. P. and 
N. F. preparations instead of proprietary com- 
binations. My impression is that it is due 
largely to the high pressure advertising which 
is used in connection with the proprietary sub- 
stances. Undoubtedly, another explanation is 
to be had in the supposed superior physiologi- 
cal action of some of the synthetic remedies. 
Lastly, we are inclined to follow the line of 
least resistance, and it is much simpler to write 
into a prescription the trade name of a remedy 
rather than to utilize our scientific knowledge 
in the formulation of a sane and eflective pre- 
scription. W. B. P. 

3. Why does the medical profession of the 
State of Virginia allow the Industrial Insur- 
ance companies to take away from the injured 
patients their rights of selecting their own phy- 
siclans and force them to go to the physicians 
selected and paid by the insurance company ?/ 
Are these injured people not entitled to the 
same privilege after injury that they have 
when they get sick, i. e., choosing their own 
physicians / 

<lnswer, Morally, injured patients should 
be allowed free choice of physicians. Accord- 
ing to the Virginia Workmen’s Compensation 
Act, Section No. 26 of the Code, they do not 
have free choice as the employee must accept 
the physician tendered by the employer. In 
order to change this, the medical profession 
would have to get through the legislature an 
amendment to the Workmen’s Compensation 
Act. The insurance companies do not select 
the physicians, but they do try to persuade the 
employers to select the ones they favor. 

Insurance statistics show a saving of 59 per 
cent on fracture cases and of 33 per cent on 
other injuries when the treatment is rendered 
by the physicians on their lists. Most of these 
physicians yy ‘< on a fee for service basis and 
have no con ct either with the employer or 
the insurance company. 

Auex. F. Ronerrson, Jr. 
Chairman, Committee on 


Public Relations. 





MAY DAY—CHILD HEALTH DAY 

The slogan for this year is to be “Mothers and 
Babies First.” The American Child Health Asso- 
ciation, 450 Seventh Avenue, New York City, ad- 
vises that the State health officers will be leaders 
in May Day activities, this year, but they are pre- 
pared to furnish suggestions for programs when de- 
sired Pamphlets containing this information may 
be had at 10 cents a copy or at special prices in 
quantity. 
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Woman’s Auxiliary, 
to the 


Medical Society of Va. 


President—Mrs. Wi.L1AM LEtr Harris, 1112 Matoaka 
St., Norfolk. 

President-Elect—Mrs. JOSEPH BEAR, 3012 Monument 
Ave, Richmond. 

Recording Secretary—Mrs. FLETCHER J. WRIGHT, 49 
Market St., Petersburg. 

Corresponding Secretary—Mrs. CHARLES A. SAUNDERS 
1000 Gates Ave., Norfolk. 

Treasurer—Mrs. REUBEN F. SIMMs, 
Richmond. 
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Campaigns for Prenatal Care. 

Among the days of the year which we con 
memorate, not one is cleser to our hearts than 
*Mother’s Day.” Let us this vear eive it a 
broader recognition than the wearing of a 
beautiful rose. Nothing could be finer or more 
fitting than for the Woman's Auxiliary 
throughout the State to stimulate interest in 
the study of the welfare of the prospective 
mother and to urge upon her the great neces 
sity for prenatal care. 

Recent experiments conducted in New York 
City have proved that 50 per cent of the ma- 
ternal deaths might have been prevented by 
adequate prenatal medical attention. It is also 
known that the health of the child is largely 
dependent upon his mother’s hygienic living 
before he is born. With this in mind the 
Maternity Center in New York is conducting 
an educational campaign centered around 
Mother’s Day to induce expectant mothers to 
consult a physivian early in pregnancy. 

In no way coud the Woman's Auxiliary ren- 
der a greater service to the State and to hu- 
manity than by promoting similar local cam- 
paigns. Suggested plans for conducting such 
a campaign are as follows: 

1. Secure the material used in the 
paign from the Maternity Center, 578 Madison 
Avenue, New York. 

2. Select a committee composed of one or 
more representatives from organizations which 
seem most interested in this matter, such as 
the Medical Society, hospitals, health depart- 
ments, school organizations, Visiting Nurses’ 
Association, T. B. Associations, Red Cross. 
Woman’s Clubs, ministers, ete. 

3. Arrange a speaker’s bureau whose duty 
it is to write every organization, white and 
colored, and ask permission for a speaker from 
the local Medical Society to give a five minutes 
talk on Mother’s Day to their group. 


cal- 
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4. Appoint a publicity committee and a 
ib-committee. One chairman may handle the 
newspaper publicity, including the mayor’s 
proclamation on Mother’s Day, articles from 
the President of the Medical Society, the 
Health Officer, the Director of the Virginia 
Nurses’ Association, the Superintendents of 
hospitals, ete. Another Chairman may secure 
space in the street cars and store windows for 
posters about Mother’s Day, and also arrange 
for announcements in the movies. <A chair- 
man to handle the radio will prove of value 
in promoting the Mother’s Day campaign. 

5. Select one minister in the community to 
talk to the other ministers about the campaign, 
and furnish them with interesting material 
which can be used in a Mother’s Day sermon. 
Material and cuts for posters, dodgers, news- 
paper, etc., can be secured from the Maternity 
Center, 578 Madison Ave., New York City. 

I earnestly request that Presidents of Auxil- 
iaries and all interested women give this mat- 
ter careful consideration. 

Mrs. Wruau1am Lerr Harrts, 
State President. 


Auxiliary to Norfolk County Medical Society. 
The Norfolk Woman's Auxiliary gave a very 
delightful Public Relations Tea at the 
Woman’s Club. Representatives from the 
various schools in the city, clubs, and other 
organizations were present. A musical pro- 
gram preceded the very delightful talk given 
by Dr. B. B. Bagby, State Director of Child 
Welfare. A large and appreciative audience 
thoroughly enjoyed Dr. Bagby’s talk. 

The Auxiliary has arranged for a contest 
between pupils of the two Junior High Schools 
in Norfolk, an award to be made for the best 
health paper written by the pupils, 

They have also planned for an interesting 
Health program to be given at the Woman’s 
Club. 

The women of the Auxiliary are working in 
the afternoons, helping to index the library 
for the Medical Society. 


Auxiliary to Richmond Academy of Medi- 
cine, 

The Auxiliary had as its program in Janu- 
ary a most instructive lecture by Dr. Joseph 
Bear on Prenatal Care. Dr. Bear used lantern 
slides to illustrate his lecture, which added 
greatly to its interest. 

At the February meeting Miss Frances Helen 


Zeigler, dean of the school of nursing of the 
Medical College of Virginia, reviewed Ernest 
Poole’s book, “Nurses on Horseback,” in con- 
nection with a moving picture, “Frontier Nurs- 
ing,” illustrating the work in nursing being 
done in the Kentucky mountains. 

The Richmond Auxiliary is centering its ac- 
tivities for the rest of the year on plans for 
assisting the Richmond Academy of Medicine 
in entertaining the Southern Medical Associa- 
tion, which will meet in Richmond in Novem- 
ber. Any suggestions or assistance from other 
Virginia Auxiliaries will be gratefully re- 
ceived. 


A Plea for News. 

The State Society is most generous in allow- 
ing us space in the Monriiy. Let us use it 
to the best advantage of the Society and to its 
Auxiliaries. May your State press and public- 
ity chairman urge all Auxiliaries to send in 
any items of interest at least by the twelfth of 
each month? The Montruriy goes to press 
about the fifteenth and news cannot be printed 
which is not on hand before that date. Send 
your news either to the office of the MonrHry 
or to Mrs. Wm. T. Sanger, 4710 Kensington 
Avenue, Richmond, Va. 





Comments on Advertisers. 


Chicago Eye, Ear, Nose and Throat College. 

This college is located in Chicago, Ill. Their build- 
ing is ten stories high. The tenth floor is devoted to 
offices and operating rooms, while the ninth floor is 
used for laboratory, X-ray, physical therapy, basal 
metabolism, photography, and electrocardiography, 
and is where the instruction and physical therapy 
treatments are given. A clinic is conducted on the 
second floor where an average of 150 cases register 
daily and furnish material for the work. 

Two courses are offered at this College——The 
Laboratory Course and the Physical Therapy Course. 
They may be completed in six months. These classes 
are limited to six students, the courses beginning 
July 1st and January Ist. 

Further information may be obtained from Dr. 
Wm. A. Fisher, President, Chicago Eye, Ear, Nose 
and Throat College, 231 W. Washington St., Chicago, 
Il. 


Mead’s 10 D Cod Liver Oil is Made from Newfound- 
land Oil. 

Professors Drummond and Hilditch have recently 
confirmed that for high vitamins A and D potency, 
Newfoundland Cod Liver Oil is markedly superior 
to Norwegian, Scottish and Icelandic Oils. 

They have also shown that vitamin A suffers con- 
siderable deterioration when stored in white glass 
bottles. 

For years, Mead’s Cod Liver Oil has been made 
from Newfoundland Oil. For years, it has been 
stored in brown bottles and light-proof cartons. 
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Mead’s 10 D Cod Liver Oil also enjoys these ad- 
vantages, plus the additional value of fortification 
with Mead’s Viosterol to a 10 D potency. This 
ideal agent gives your patients both vitamins A and 
D without dosage directions to interfere with your 
personal instructions. For samples write Mead John- 
son & Company, Evansville, Ind., U. S. A., Pioneers 
in Vitamin Research. 


Truth About Medicine 


In addition to the articles enumerated in our let- 
ter of December 31, 1932, the following has been ac- 
cepted: 

United States Standard Products Co. 

Diphtheria Toxoid—vuU. S. S. P. 





Propaganda for Reform 

Hazards of Iodized Oil Injections—It has been 
ten years since Sicard and Forestier introduced into 
medical practice the iodized oils as diagnostic agents. 
These appeared to offer great possibilities in the 
localization and definition of certain lesions in the 
cavities of the body. Occasionally incidents have 
been reported showing that the injection and reten- 
tion in the body of these oils are not without danger. 
In a recent issue of The Journal, December 3, 1932, 
p. 1946, appeared a report of the Council on Phar- 
macy and Chemistry dealing with the dangers of the 
injection of iodized oils. The report emphasized 
anew the necessity for a policy which has guided 
the Council in its deliberations over the past quar- 
ter of a century; namely, that of insisting on due 
caution in the use of all new methods and prepara- 
tions until their potentialities for doing damage have 
been subjected to the test of scientific scrutiny. 
(Jour. A. M. A., January 7, 1933, p. 46). 


Bancroft’s Thiocyanate Therapy.—Recently The 
Journal referred to Bancroft’s method for the con- 
trol of narcotic addiction and of the effects of anes- 
thetic drugs. Choosing sodium thiocyanate—also 
designated rhodanate by some chemists—as the pep- 
tizing agent, the Cornell University chemists be- 
lieved that the sensory nerve colloids are albumin- 
like and should absorb the thiocyanate ion strongly 
and be easily peptized by the cell electrolytes. The 
experiments have recently been criticized as uncon- 
vincing by Burkholder, of the department of pathol- 
ogy at the University of Chicago. His results ob- 
tained with sodium thiocyanate as an antagonist for 
ether did not corroborate the conclusions brought 
forth by Bancroft and Rutzler, that thiocyanate ions 
antagonize the anesthetic action of ether. In a large 
majority of the experiments with ether the return to 
normal of the lid reflexes and other manifestations 
required a longer time in these experimental ani- 
mals than in their controls As an antagonist for 
sodium amytal it was found that the sodium thio- 
cyanate did not shorten the long anesthesia, but in- 
stead lengthened it, and decreased instead of in- 
creased the respiratory rate. As an antagonist for 
morphine it was found that the morphine narcosis 
was not counter-acted in any way and that gradient 
reduction in the dosage of thiocyanate still proved 
fatal or toxic. Such a recital of actual attempts to 
corroborate Bancroft’s results warns against undue 
exploitation of a drug of which the pharmacologic 
effects are by no means conclusively established. 
(Jour. A. M. A., January 28, 1933, p. 262). 


The Federal Trade Commission.—At various times 
attention has been called to the good work that is 
being done by the Federal Trade Commission in pro- 
tecting the public against misrepresentation or fraud 
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in the medical or quasi-medical fields. Congress }.as 
given this Commission power to investigate and take 
action.on cases that involve or that seem to invo!ve 
what are broadly spoken of as unfair trade practices. 
Where such investigations prove that unfair trade 
practices have been indulged in, the Commission can, 
and in many instances does, obtain from the indi- 
vidual or concern involved a signed stipulation to 
the effect that the objectionable methods will be 
abandoned. If a stipulation cannot be arrived at, the 
Commission may issue what is known as a Cease and 
Des‘st Order, in which the person or concern in- 
volved is ordered to cease and desist from the ob- 
jectionable practices. (Jour. A. M. A., January 28, 
1933, p. 275.) 


Vitamin C—The Antiscorbutic Vitamin.—Of late, 
progress toward the isolation and identification of 
some of the vitamins has been greatly accelerated 
According to Rygh and his co-workers, the antiscor- 
butic vitamin can be produced from the long known 
alkaloid narcotine and is presumably so derived in 
nature.. Unfortunately, the experimental results and 
conclusions of these investigators have failed of con- 
firmation by a number of scientific workers, both 
here and abroad. King and his associates venture to 
identify vitam'n C with the hexuronic acid found by 
Szent-Gy6rgyi in various plant tissues and in the 
suprarenal structures These biochemists have iso- 
lated from orange juice a crystalline product that 
is protective to the conventional laboratory test ani- 
mal, the guinea pig, in daily doses of 0.5 mg. If 
the claims are further substantiated, as now seems 
likely, a great step in advance will have been taken. 
In any event, further specific knowledge regarding 
the precise etiology and cure of scurvy cannot fail 
to result from these trends in research. (Jour. A. 
M. A., August 20, 1932, p. 658.) 


Croxon Cream.—Inquiries have peen received re- 
garding a new-comer to the depilatory field, sold 
under the trade-marked name “Croxon Cream,” by 
Croxon, Ine. The address of Croxon, Inc., was Suite 
1368, 20 West 48rd St., New York City. Investiga- 
tion proved this to be the same office that had been 
occupied by Koremlu Croxon was incorporated in 
January, 1932. Its president was given as A. W. 
Lubl'n, presumably the same A. W. Lublin who 
signed letters for the Koremlu concern as its vice- 
president. Croxon Cream has been advertised in 
much the same way that Koremlu Cream was ad- 
vertised. It is sold under the definite claim that it 
will permanently remove hair. If one is to believe 
the booklet on Croxon Cream, “thousands of experi- 
ments” were made in the alleged research that led 
to the discovery of this marvelous preparation. Be- 
cause of the close connect’on, at least in its genesis. 
between Croxon Cream and Koremlu Cream, it seemed 
desirable to find out as early as possible whether 
Croxon Cream might be another thallium acetate 
preparation. From an analysis made in the A. M. A. 
Chemical Laboratory it appears that Croxon Cream 
is essentially a mixture of sodium perborate, zinc 
oxide and sinc peroxide in a petrolatum base—three 
ounces for ten dollars. The amount of petrolatum. 
sodium perborate, z’nc peroxide and zinc oxide found 
in a ten dollar jar of Croxon Cream could be pur- 
chased at wholesale for less than ten cents. While 
Croxon Cream has none of the viciously dangerous 
elements found in Koremlu Cream, it is quite worth- 
less as a depilatory for either the temporary or the 
permanent removal of hair Those who, after pur- 
chasing a ten dollar jar of Croxon Cream and finding 
after weeks of use that the superfluous hair is as 
thick as ever, are told to purchase “Croxon Depila- 
tory Powder,” which is just another sulph'de mix- 
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ture. As to its harmlessness, it may, like any of the 
alkaline sulphides, if not used with the greatest of 
c:rcumspection, not merely remove hair tempora- 


rily, but also. remove the skin. 
August 20, 1932, p. 672.) 

Analytic Statements on Labels and in Advertis- 
ing —The Committee on Foods reports that analytic 
statements on labels and in advertising shall be ex- 
pressed in such terms as will enable correct tech- 
nical and popular interpretation and be properly and 
truthfully informative. Listed analytic components 
shall be named in conformity with the methods used 
in their determination and preferably those of the 
300k of Methods of the Association of Official Agri- 
cultural Chemists. The percentage values should be 
expressed in figures with significance only. (Jour. 
A. M. A., September 3, 1932, p. 833). 

Acetarsone (Stovarsol) in Amebiasis.—Reports 
have apneared on the favorable use of the drug in 
amebiasis, but they are conflicting as to its ther- 
apeutic efficiency and toxicity. Experimentally it 
has been shown to be approximately four times as 
toxic as originally noted, when administered orally 
to rabbits and cats. Clinical cases of poisoning are 
not uncommon, even when therapeutic amounts of 
the drug are used. New and Non-official Remedies 
states that the physician should remember that he 
is working with a rather toxic arsenical prepara- 
tion, which may give rise to gastro-intestinal symp- 
toms, as well as to the same cutaneous disturbances 
that are found with the arsphenamines, and that at 
the least sign of intolerance the physician should 
discontinue the use of the drug for the time being. 
There seems to be no doubt that other amebacides, 
arsenical and nonarsenical, are available which have 
equal and greater amebacidal action and are less 
toxic than acetarsone. (Jour. A. M. A., September 
3, 1932, p. 851). 


(Jour. A. M. A., 


Book Announcements 


Office Surgery. By FENWICK BEEKMAN, MM. D.. 
Visiting Surgeon, Bellevue Hospital; Visiting Sur- 
geon, Hospital for the Ruptured and Crippled, etc 
Everyday Practice Series. Edited by HARLOW 
BROOKS, M. D. J. B. Lippincott Company. Phila- 
delphia and London. 1932. Octavo of 402 pages. 
With 94 illustrations. Leather. Price, $5.00. 

This book is one of the Everyday-Practice 
Series, edited by Harlow Brooks, and pub- 
lished by Lippincott. The cover design is a 
reproduction of the noted “Summa Magistri” 
by Johannis De Santeo Geminiano, Order of 
Preaching Brothers, Published in Basle, Switz- 
erland, by Froben and John Petri in 1499. 

The book is of the type of many books on 
surgery which have been published under the 
title of Minor Surgery, but because of the 
author’s objection to the terms Major and 
Minor Surgery, he emphasizes the term Office 
Surgery. 

Surgeons everywhere realize now that there 
is no such thing as minor, as applied to sur- 
gery, because all surgery is, or may become, 
major surgery. 

In the preface, the author states that this 
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book is not meant for surgeons, but. is intended 
to enable the practitioner to reach a correct 
diagnosts and to outline the application of 
such procedures as have stood the test of time. 

The subjects discussed are largely confined 
to those conditions which appear upon the ex- 
ternal surface of the body, or are the result 
of trauma, Disease of the abdomen and thorax 
as well as of the deeper tissues of the extremi- 
ties and head are omitted. It is frankly stated 
also that surgical operations, even though ap- 
parently of minor character, should be _ per- 
formed in a hospital when possible. He in- 
forms us that he has regretted more than once 
that he has undertaken a “simple” operation 
in his office. The book is brief and quite read- 
able. 

It is a great comfort to see that nearly all 
the illustrations are good and are original. 
There is a conspicuous absence of old pictures 
showing advanced disease copied from other 
books. 

The publishers have done a good job. This 
goes without saying. It is a Lippincott prod- 
uct. 

Gq. P. Lb. 
Improved Technique in the Surgical Treatment of 

Facial Palsy. The Ballance-Duel Method of Direct 

Repair of the Injured Nerve by an Autoplastic 

Graft. By ARTHUR B. DUEL, M. D. Reprinted 

from The Quarterly Bulletin of the Milbank Memo- 


rial Fund, Vol. xi, No. 1, January, 1933. Illustrated 
pamphlet of 18 pages. 


Morale. The Mental Hygiene of Unemployment. For 
unemployment relief workers, social workers, pub- 
lic health and visiting nurses, community chest 
executives, public officials, clergymen and mem- 
bers of boards of philanthropic organizations. By 
GEORGE K. PRATT, M. D. Prepared and ap- 
proved by The National Committee for Mental 
Hygiene, 450 Seventh Ave., New York City. 1933. 
Pamphlet of 64 pages. Single copies 25 cents. 


Medical Advertising. By MARY ROSS. (Conclud- 
ing chapter by Michael M. Davis.) Pamphlet of 
72 pages. And Group Payment for Medical Care. 
Pamphlet of 40 pages. Published by the Julius 
Rosenwald Fund. Chicago. 1932. 


Malaria in Florida, Georgia and Alabama. By FRED- 
ERICK L. HOFFMAN, LL.D., Consulting Statis- 
tician, The Prudential Insurance Company of 
America, Newark, N. J. Prudential Press. 1932. 
Pamphlet of 32 pages. Available copies of these 
publications can be had free on application. 


Report on Sixth International Congress of Military 
Medicine and Pharmacy. The Hague, Netherlands, 
June, 1931. Report of COMMANDER WILLIAM 
SEAMAN BAINBRIDGE, M. C.-F., U. S. N. R., 
for the Delegation from the United States of Amer- 
ica. United States Government Printing Office. 
Washington, D. C. 1933. Octavo of 167-xii pages. 
Cloth. For sale by the Superintendent of Docu- 
ments, Washington, D. C. Price, $1.00. 
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Editorial 








“Comments on the Syphilis Problem in the 

United States.” 

An article with the above title was pub- 
lished in the January, 1933, issue of the 
Southern Medical Journel. There were a num- 
ber of pertinent facts brought out. In discus- 
sing the clinical course of the disease the fol- 
lowing points were summarized: “(1) Syphilis 
is hiehly infectious during the acute phase. 
Most infections are acquired through contact 
with the acute disease. (2) Acute syphilis is 
curable, in the clinical of the word. 
(3) Syphilis acquired early in pregnancy and 
often, latent or chronic maternal syphilis, re- 
sults in fetal infection. (4) Fetal and con- 
genital syphilis is preventable by the recogni- 
tion and treatment of ma‘ernal syphilis. (5) 
Even though the possibility of clinical cure 
may be remote after the acute stage of the dis- 
‘ase has been passed, the serious, late manifes- 
tations of chronic syphilis usually may be fore- 
stalled and the individual rendered non-infec- 
tious by the proper treatment of the latent in- 
fection.” 

Another point of importance brought out is 
the fact that this infectious disease ts char- 
acterized by periods of alternating activity and 
latency. The periods of activity even long 
after the initial infection may make the pa- 
tient a source of contagion. 

A summary of the statistical data reads as 
follows: The estimated annual number of cases 
diagnosed in the United States is 870.000, The 
estimated annual number of cases of syphilis 
in pregnancy is 155,636. The estimated an- 


sense 


nual number of pregnancies terminating in 
death of infants at or before term is 45,000. 
Estimated annual number of cases of living 
infected infants is 78,750. Estimated annual 
number of cases of neurosyphilis is 60,000. Es- 
timated annual number of cases of cardiovas- 
cular syphilis is 70,000. Estimated annual 
number of deaths from cardiovascular syphilis 
is 20,000. 

This disease is preventable and in the Euro- 
pean countries where widespread effort under 
governmental control has been made, the inci- 
dence of the disease has been markedly ce- 
creased since 1920. Contrasted with this in 
the United States where “individualistic sys- 
tems of medical practice” are in vogue, the 
disease has not decreased. 

There would seem to be no reason why this 
problem could not be handled properly by the 
American System of Medicine. The situation, 
however, is a challenge to the Medical Profes- 
sion at least to equal, or preferably improve. 
the results obtained under governmental 
manavement. Widespread use of present well- 
known and accurate diagnostic methods, sim- 
ple practical public health principles and 
proper use of the effective therapeutic agents 
available, will solve the problem. The ceter- 
mining of foci of infection by (1) routine tests, 
(2) population surveys and (3) search for the 
source of the infection in each case, followed 
by treatment, make up a_ practical program 
to be followed. In this State an efficient ciag- 
nostic laboratory service is furnished to physi- 
cians without charge and anti-syphilitic drugs 
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can be obtained from the State Department of 
ilealth at very low cost. 

The best way to prevent governmental en- 
croachment in this field is for the physician 
to acquire sufficient knowledge for recognizing 
the disease and perfect himself in the technique 
of treating it. 


Longevity After Coronary Thrombosis.” 

Comment upon any heart condition and its 
behavior by Dr. Paul D. White, of Boston, is 
interesting to medical readers. The incidence 
of coronary thrombosis is recognized more fre- 
quently in these days. Probably the malady 
occurs more frequently in days of human stress 
and depression. The popular appreciation by 
medical men of the symptoms of coronary 
thrombosis is certainly more acute. Recogni- 
tion of precordial pain of varying sorts, and 
positions, probably more often cardiac symp- 
toms rather than symptoms of “acute indiges- 
tion,” is becoming more general. Significance 
of pain across the chest, associated with exer- 
cise or not, now more and more among physi- 
cians and laymen takes on a more accurate 
meaning than heretofore. The imagination of 
the physician must be alive if a true under- 
standing of the grave possibilities are to be 
had, as he contemplates common complaints 
such as “sudden pain over the heart,” a “bar 
across the breast,” a pang under the breast- 
bone, a “feeling of constriction or oppression 
over the front,” etc. A like acuteness in ap- 
preciation of the meaning of symptoms of this 
sort arising from coronary occlusions is needed 
also as one formulates a mental estimation of 
the value of longevity of such cases. More 
and more as such patients come to hospitals, 
clinics, or are seen in their places of business, 
and in their homes, the course of such cases il- 
lustrates the need of the adequate caution in 
prognosis. The sudden and unexpected death 
all too often occurs in the very presence of a 
guarded prognosis, setting forth such a possi- 
bility. 

It is refreshing, in the light of common ex- 
perience, to peruse the article by White, which 
points out, by an illustrative postmortem find- 
ing, that the occurrence of infarction occurred 
probably seventeen years prior to death. This 
is an encouraging feature in the prognosis of 
coronary thrombosis when illustrative cases can 
be cited to show years of useful life may fol- 
low coronary occlusion. Immediate and early 

*Paul D White, J. A. M. A., January 28, 1933. 
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death in such cases may be considered possibly 
less frequent, were cases of coronary throm- 
bosis of milder degree more often really diag- 
nosed. 

From White’s bibliography, one notes that 
Jegorow tabulated seventeen cases of his own, 
eight of which were examined after death. 
The duration of life from the first attack varied 
from one month to fifteen years. Old infarcts 
were found in one surviving fifteen years. 
Again, from White’s paper, Parkinson and 
Bedford, reported on thirty-one cases who had 
died and sixty-eight known to be alive after 
coronary thrombosis. The average of the liv- 
ing was thirteen months and the average of 
patients who died was six months. Again 
White cites Conner and Holt who analyzed a 
group of 117 cases surviving after their first 
attack. Of these patients eighty-eight or 75 
per cent lived over a year; sixty-five over two 
years; forty-nine over three years; forty over 
four years; twent-five over five years; seven- 
teen over six years; fifteen over seven years: 
seven over eight years; four over nine years, 
these same four patients over ten years; three 
over eleven years; two over twelve years, and 
one patient over seventeen years. White cites 
a report in 1931 of 200 of his private cases seen 
during the period of 1920 through 1929. In 
101 of the patients, the average length of life, 
after the first attack, was one and five-tenths 
years, ranging from a few hours to eleven 
years. Of ninety-four known survivors, the 
average duration of life was three and two- 
tenths years—from a few months to seventeen 
and one-half years. 

The foregoing brings out the enheartening 
possibilities of slight prolongation of life in 
conorary thrombosis, but a reading between the 
lines of citations impresses even more strongly 
the gravity of the malady, the early possibil- 
ity of sudden and immediate death, and im- 
portance of keenly appreciating and interpret- 
ing all chest-pains or twinges, or pangs over 
the precordium, in order that every emergency 
agency may be employed to enable the smitten 
heart, coronary infarction, to carry on and at- 
tain, if possible, an adjustment in coronary cir- 
culation. 

Bleeding From the Anus.* 
This is a common complaint. Secondary 


anemia not infrequently derives its origin from 
an often unknown but more or less constant 





*Abstract from Illinois Medical Journal, on page 298, J. A. 


M. A., January 28, 1933. 
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bleeding from the anus. Patients may present 
grave signs of an apparently obscure malady 
that rests upon just such a common but over- 
looked symptom. In ordinary practice an in- 
quiry into this history of bleeding from the 
anus is important. Drueck points out the sig- 
nificance of bleeding from the anus. The bleed- 
ing may be slight or profuse; may be occasional 
or constant; may be short in duration or may 
be of long duration. The symptom may be in 
the form of pure blood, fluid or clotted; it may 
be mixed with mucus, pus, or feces, Associa- 
tion of straining or pain are occasional and 
significant. Persistent bleeding, Drueck points 
out, may be due to internal hemorrhoids; pro- 
lapse of the rectum; erosion or ulceration of 
the rectal wall; cancer of the rectum or sig- 
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moid; stricture; polypi; multiple polyposis « y 
adenoma; and villous growths. When ble: 
ing persists from the anus, one must think of 
intussusception of the sigmoid, of strang 
lated hernia, of colitis, ulcerative enteritis, ca 
cer or ulceration of the large and small int 
tines, of corrosive poisons, of engorgement of 
portal circulation from cancer of the liver «1 
cirrhosis of the liver. 

Practitioners may well give this symptom 
more careful inquiry. History of bleeding froim 
the anus needs most careful investigation. 
such an inquiry may be found the explanation 
of enigmatic symptoms. The cause of grave 
symptoms of weakness and anemia may be 
‘asily removed while the explanation of more 
serious maladies may be brought to light. 


in 





Department of Clinical Education 
OF THE MEDICAL SOCIETY OF VIRGINIA 





Opening of Tidewater Classes in Prenatal 
and Postnatal Care. 

Apparently the thickly settled area of the 
lower Tidewater is a very suitable section for 
holding post-graduate classes in the winter 
season. Dr. Lapham’s new circuit of courses 
in prenatal and postnatal care, beginning the 
last week in January in Norfolk and vicinity, 
in the first two weeks enrolled seventy-three 
members and attracted eighteen other visitors. 
Groups of above average size in each of the 
centers except one have demonstrated such in- 
terest in their study that the rate of those 
attending, 78.7 per cent, slightly exceeds that 
of any previous circuit. The excellent coopera- 
tion of active local committees and the fact 
that the success of sixteen preceding classes 
has brought this work favorably to the at- 
tention of the profession are responsible for 
the increasingly encouraging results. 

Apparently some measure of success has been 
attained in the Joint Committee’s effort to in- 
crease at the outset of the course the requests 
for Dr. Lapham to hold individual confer- 
ences in the offices of physicians. These re- 
quests have heretofore been numerous enough 
in the later stages of a course, but the Joint 
Committee has attempted in the new circuit to 
get this important method of individual in- 
struction started earlier. Four consultations 
in one center on the day of the second meet- 
ing indicate that this unique feature of the 


Virginia program is being utilized to good ad- 
vantage. 

One notable feature of the response in the 
hew circuit is a greatly augmented demand 
for the prenatal examination cards distributed 
by Dr. Lapham. Supplies of these cards have 
been requested by members of other classes, 
but in no such volume as exists at the start 
of the Tidewater courses. The considerable 
supply of these cards provided by the Joint 
Committee on Prenatal and Postnatal Instruc- 
tion will be sent upon request of physicians 
as long as they are available. 

Total and new enrollments and visitors for 
two meetings in the centers of Dr. Lap- 
ham’s fourth circuit are as follows: 

Surrotk, Mondays: Visiting physician 


Dr. R. L. Seward. Total enrollments—10. 
Frankurxn, Tuesdays: Additional enroll- 


ments—Drs. P. P. Causey, Linwood Farley, 

James A. Grizzard. Total enrollments—6. 
PorrsmoutH, Wednesdays: Additional en- 

rollments—Drs. T. S. Cook, J. C. Dunford, 


EK. T. Glover, G. W. Hayes, James Parrish, 


J. R. St. George. Visiting physician—Dr. 
Paterson. Total enrollments—16. 
Norrotk, Thursdays: Additional 
ments—Drs. G. Bentley Byrd, Cora Z. Cor- 
pening, R. B. Nicholls, A. A. Perkins, N. G. 
Rodman, G. W. Simpson, Harry Sutelan, H. 
A. Wall. Visiting physicians—Drs. E. R. 
Altizer, H. G. Ashburn, W. E. 
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Lowenberg, Robert Matthews, Stuart D. Wil- 
liams. Total enrollments—23. 

NorFo.k, Fridays (for colored physicians) : 
Additional enrollments—Drs. A. H. Buck, Geo. 
W. Cardwell, W. P. Collette, B. F. Hutchins, 
A. C. Johnson. Visiting physicians—Drs. I. 
Givens, J. D. Jackson. Total enrollments—18. 


Reading Lists to be Prepared. 

The invitation of the Medical College of 
Virginia for physicians to take advantage of 
their library resources, an invitation extended 
at first hand to the Medical Society and sev- 
eral times through these columns, has now been 
supplemented by a bulletin describing the 
Library of the College and the materials which 
are available for loan throughout the State. 
After a distribution of the bulletin to all the 
members of the Medical Society, a generous 
supply of copies was furnished by the Medi- 
cal College to Dr. Lapham for distribution in 
his classes as need for material arises. 

Dr. W. T. Sanger, President, and Dr. E. C. 
L. Miller, Librarian, have approved the pro- 
posal that annotated bibliographies of read- 
ings cited in Dr. Lapham’s course should be 
prepared for wide distribution to members of 
the post-graduate classes. Such a leaflet is 
now in preparation. 


Good Attendance in the Third Circuit. 

The severity of winter in the western and 
mountainous sections of Virgina, coupled with 
a prevalence of seasonal diseases which in- 
creased the pressure upon physicians and did 
not spare them from attack, was unable to 
check the successful completion of the third 
circuit of classes in prenatal and postnatal care 
in Roanoke, Wytheville, Galax, Christiansburg 
and Pulaski. The enrollment was relatively 
small, 51 for the circuit, though creditable in 
proportion to the number of physicians acces- 
sible to the centers. Approximately final 
figures on attendance indicate a better record, 
with a percentage of 77.1, than in either of 
the two previous circuits, 


On the Side. 

Apart from his regular rounds of classes, 
clinics and conferences, Dr. Lapham has been 
often called upon for what he chooses to call 
“extra-curricular activities.” Members of his 
classes have introduced him a number of times 
for brief talks on his work before civic and 
luncheon clubs. On another occasion he spoke 
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before the student body of one of the state 
teachers’ colleges. A nurse in a southwestern 
county undertook to furnish him audiences 
of 1,200 or 1,500 women if he could spare the 
time to visit their meetings in the summer. 
The Southwestern Virginia Medical Society 
has put him on the program of their regular 
scientific meeting for March 24th. Most in- 
spiriting of all, perhaps, is the fact that Dr. 
Lapham was privileged to serve as chairman, 
at the conclusion of his course in Christians- 
burg, of a meeting at which a new study group 
was organized with the commendable ambi- 
tion of holding bi-weekly scientific meetings. 


Future Courses. 

The tentative schedule for the assignment of 
Dr, Lapham during the summer calls for him 
to divide the time from May Ist until late 
fall between the far Southwest and the South- 
side counties in the vicinity of Danville. On 
the invitation of Dr. Samuel H. Rivers, of 
Calvin, detailed explanations of this program 
of instruction have been furnished to repre- 
sentatives of each of the counties constituting 
the Clinch Valley Medical Society: Drs. J. C. 
Moore, R. L. Phipps, J. B. Wolfe, J. M. 
Dougherty, W. C. Elliott and Isaac Pierce. 
These counties, including four others in the 
Southwest—Bland, Giles. Washington and 
Smyth—have a professional population of 200. 
The opportunity is presented to them of ar- 
ranging two circuits of five centers each with 
an enrollment of at least fifty physicians in 
each circuit and of thus securing Dr. Lap- 
ham’s services for five consecutive months. 

Dr. P. W. Miles, Secretary of the Danville- 
Pittyslvania Academy of Medicine, reported 
the most encouraging response in the enroll- 
ment of about thirty members for a Danville 
If additional centers can be organized 
in the surrounding counties, negotiations for 
which have already begun, the Southside cir- 
cuit will be begun at the earliest and most 
convenient time for the members of the classes. 

Grorce W. Evrster. 
Secretary, Joint Committee. 


class. 





Scheduled Clinics 
The Post-Graduate Clinics of the Medical 
College of Virginia will be held earlier this 
year than usual. The date is set for Wednes- 
day and Thursday, March 22 and 23, 1933. The 
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program includes clinics in medicine, surgery, 
obstetrics, and pediatrics in the mornings, and 
ward rounds in the same subjects in the after- 
noons, with a round table discussions from 4:00 
to 5:30 each evening. 
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By special arrangements, anyone desiring 
attend a particular clinic in the Out-Pati: 
Department can do so in the afternoon fr 
2:00 to 4:00. All white physicians in | 
State are invited. 





Proceedings 


of Societies 





Wise County Medical Society. 

At the meeting of this Society on January 
25th, officers were elected for the ensuing year, 
as follows: President, Dr. N. H. Short, Nor- 
ton; vice-presidents, Dr. S. H. Rivers, Calvin; 
Dr. C. H. Henderson, Norton; Dr. E. P. Cox, 
Norton; and secretary-treasurer, Dr. W. R. 
Culbertson (re-elected), Norton. Seventeen 
members were present and enjoyed an inter- 
esting program which included a paper by 
Dr. P. S. Smith, Abingdon, on “Cyclic Vomit- 
ing and Migraine in Children,” and one by 
Dr. C. L. Harshbarger, Norton, on “The Karly 
Diagnosis of Pregnancy.” The latter paper 
was accompanied by a demonstration of labora- 
tory technique. 

There was a discussion on the subject “Shall 
We Have State Medical Society Prenatal 
Clinics?” after which the retiring president, 
Dr. T. J. Tudor, appointed a committee with 
Dr. S. H. Rivers as chairman, to assemble the 
necessary data regarding the regulation of 
these clinics and to report its conclusions at 
the next meeting of the Clinch Valley Medical 
Society to be held in Norton in April. 

The Rockbridge County Medical Society. 

At a recent meeting of this Society. Dr. S. 
Beverly Cary, of Roanoke, by special invita- 
tion, read a paper, entitled “Electro-Surgery 
in Vesical Neck Obstructions.” Dr. Cary’s pa- 
per was illustrated with lantern slides. It was 
most attentively heard, and the numerous ques- 
tions asked at the conclusion attested the in- 
terest aroused. 

Eleven of the nineteen members constituting 
the county society were in attendance at this 
meeting. 

Dr. F. L. Thurman, Buena Vista, is presi- 
dent, and Dr. E. P. Tompkins, Lexington, sec- 
retary-treasurer. 


Richmond Academy of Medicine. 

A program of unusual interest was presented 
at the meeting of the Academy on February 
the 14th, with Dr. Carrington Williams presid- 


ing. The subject for the evening was a disc; 
sion on the Cost of Medical Care, the speakers 
being Dr. J. Shelton Horsley, of Richmond 
who signed the majority report. and Dr. 
Arthur Christie, of Washington, D. C., who 
signed the minority report. There were a 
number of visitors from various sections of the 
State. Following the meeting, light refresh- 
ments were served in the banquet hall of the 
Academy. 


The Mid-Tidewater Medical Society 

Held its first quarterly meeting in West 
Point, Va., January 24th. Dr. Bates, retired 
as president and with a few appropriate re- 
marks inducted into office the new president, 
Dr. Blair Spencer. Dr. Spencer has taken a 
lively interest in the society and while not 
engaged in active practice at present is head 
of a Boys’ Recreation Camp on the Ware River. 

Dr. T. Dewey Davis, Richmond, read a very 
instructive paper on “Interpretation of Signs 
in Heart Disease.” A full discussion of his 
paper was had with Dr. J. M. Hutcheson, of 
Richmond, adding much to its merits. 

The doctors were entertained at dinner at 
Trice Hotel by the local Committee consisting 
of Drs. Croxton, Cox, Eames, Parker and 
Harris. 

After lunch several matters of business were 
transacted and a few interesting case reports 
were made by members and visitors. ‘The 
whole meeting was instructive and we hope 
for the society a year of worthy endeavor. 

Among those present at dinner were Drs. 
Tabb, Smith, Spencer, Hawes Campbell, 
Hawes Campbell, Jr., Eames, Parker, Crox- 
ton, Harris, Ferry, Bates, Latane, Cox and 
visitors Drs. Hutcheson Graham, Davis, of 
Richmond, and Drs. Eames and Clarence P. 
Jones, of Newport News. 

The next meeting will be held in Saluda on 
the Fourth Tuesday in April, at 11 A. M. 

M. H. Harris, 


Secretary. 
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The Albemarle County Medical Society, 


At its January meeting, held the annual elec- 
tion of officers, at which time Dr. Andrew D. 
Hart, retiring secretary, was elected president, 
Dr. W. E. Bray vice-president, and Dr. C. 
Bruce Morton secretary-treasurer. All are 
connected with the University of Virginia. 


New Officers of Medical Societies Not Previ- 
ously Reported. 

As a result of a questionnaire sent to secre- 
taries of the various component societies, last 
month, the following new officers were noted 
for societies from which we have had no previ- 
ous report: 

ALEXANDRIA CITY 


President—Henry A. Latane, Alexandria. 
Secretary—Walter E. Beattie, Alexandria. 


VIRGINIA MEDICAL 


President—Dr. 
Secretary—Dr. 


President—Dr. 
Secretary—Dr. 


President—Dr. 
Secretary—Dr. 


MEDICAL 


President—Dr. 
Secretary—Dr. 





President—Dr. 
Secretary—Dr. 


President—Dr. 
Secretary—Dr. 


President—Dr. 
Secretary—Dr. 


President—Dr. 
Secretary—Dr. 
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AMELIA COUNTY 
Geo. A. Arhart, Amelia. 
Jas. L. Hamner, Mannboro. 
JAMES CiTy COUNTY 
J. R. Parker, Providence Forge. 
L. V. Henderson, Toano. 
LOUISA COUNTY 
E. B. Pendleton, Cuckoo. 
W. C. Mason, Gordonsville. 
SociETy OF NORTHERN VIRGINIA 
E. C. Stuart, Winchester. 
J. E. Harris, Winchester. 
NORTHAMPTON COUNTY 
Carey Henderson, Nassawadox. 
W. T. Green, Nassawadox. 
PITTSYLVANIA-DANVILLE 
M. H. Watson, Danville. 
P. W. Miles, Danville. 
SEcOND DISTRICT 
J. A. Grizzard, Drewryville. 
O. R. Yates, Suffolk. 
SOUTHAMPTON COUNTY 
John W. Smith, Branchville. 
W. T McLemore, Courtland. 





News 





Notes 








“Your Membership is Vital.” 

There is so much of value in the following 
statement occurring in the February, 1933, 
number of Colorado Medicine, that we are tak- 
ing this means of bringing it to the attention 
of our readers: 

“Fraternal orders, social societies and sport- 
ing clubs have suffered decreasing memberships 
during these trying months. Physicians are 
bearing their share of the fate which has be- 
fallen the business world. However, our pro- 
fession may be proud of its stability. We are 
beseiged on all sides by forces which would 
disrupt the practice of medicine. Individually 
we are powerless against them; organized, we 
can protect ourselves. 

“The officers and committeemen of national, 
state, and county medical societies are grap- 
pling earnestly with the problems which have 
beset them. Organized efforts are indispens- 
able to success; each individual membership is 
essential to the organization. 

“Watch these columns for accounts of the 
vital activities which will ensue in this crucial 
year. Above all, hold fast your membership.” 


News From University of Virginia, Depart- 
ment of Medicine. 

At the meeting of the University of Virginia 
Medical Society on January 23rd, Dr. J. H. 
Scherer spoke on Pulmonary Arteriosclerosis 
and Dr. C. B. Morton on Follow-Up Study of 


Patients with Peptic Ulcer at the University 
of Virginia Hospital. 


On February 6th Dr. Max Ballin and Dr. 


Plinn Morse, 


of the Harper Hospital, Detroit. 


spoke before the University of Virginia Medi- 
cal Society on the subject of Parathyroidism. 


On February 10th Dr. Hans Zinsser, Pro- 
fessor of Bacteriology and Immunology in the 


Harvard 


Medical 


School, gave an 


Alpha 


Omega Alpha Lecture on the subject of Bac- 
terial Variations. 


On February 16th Dr. Lawrence T. 
spoke before the Mid-South 


Royster 
Post-Graduate 


Medical Assembly in Memphis, on the subject 


of Rheumatic 


ease. 


Fever and Rheumatic Heart Dis- 


News Notes from the Duke University School 
of Medicine and Duke Hospital. 
On February 2nd, Dr. Eric Matsner, Medical 


Director of 
League, New 


the American Birth Control 
York City, held a clinic at the 


hospital on Birth Control Organization and 
Contraceptive Technique. 


On February 11th, Dr. R. V. Funsten, Pro- 
fessor of Orthopedics at the University of Vir- 
ginia, held a clinic at the hospital on Para- 
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thyroid Diseases with Relation to Bone 


Changes. 


On February 13th, i4th and 15th, the Na- 
tional Board examinations were given at the 
medical school, with twenty-eight students 
taking Part I and four taking Part IT. 


News Notes from Medical College of Vir- 
ginia. 

Dr. William T. Sanger, President, and Dr. 
J. L. McElroy, superintendent of college hos- 
pitals, attended the annual meeting of the 
congress on medical education and hospitals 
in Chicago February 13th and 14th. En route 
home Dr. Sanger stopped over in Indianapolis 
for a tour of inspection of the Eli Lilly 
pharmaceutical house. 





Dr. E. E. Pittman, class of °19, now resid- 
ing at Oak City, N. C., was a recent visitor 
to the college. 


The outpatient department of the college 
handled 5,379 cases during the month of Janu- 
ary, an increase of 861 over the number han- 
dled for the same month last year. The maxi- 
mum number of patients handled a day was 
284, and the minimum 145. 


The next Saint Philip Hospital post-gradu- 
ate clinic for Negro physicians will be held 
June 19th-July 1st. This year Negro physi- 
cians will be admitted to this clinic from states 
other than Virginia. The clinic is made pos- 
sible through the General Education Board of 
New York. 


Dr. Harry Bear, dean of the school of den- 
tistry, attended the annual meeting of the 
board of trustees of the American Dental As- 
sociation in Chicago the early part of Febru- 
ary. 

Medical College of Virginia Graduate Per- 
forms Unusual Operation. 

Dr. John W. Worsham, class of 32, Medi- 
cal College of Virginia, who is serving an in- 
ternship at the Santa Rosa Infirmary, Santa 
Rosa, Texas, recently performed a Caesarean 
operation on a dead mother and saved the life 
of a four pound baby. The baby is living 
today and is being kept in an incubator. Only 
four other like cases ending successfully are 
reported in medical literature. This was the 
first Caesarean operation Dr. Worsham had 
ever performed and he is to be congratulated 
upon his success. 
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Faculty and Staff Meetings, Medical Colle 
of Virginia. 

The regular scientific monthly meeting 
the Faculty and Staff of the Medical Colle: 
of Virginia has been changed from the thir: 
Thursday of each month to the first Thursda i 
and the meeting place has been changed fro: 
the auditorium of the Saint Philip Dormito: 
to the auditorium of Cabaniss Hall. The las: 
meeting was held on February 2, 1933, at 8:15 
P. M. with the program as follows: 

1. “Recent Advances in the Diagnosis and 
Treatment of Brain Tumors.” Dr. C. C. Cole 
man. 

2. “Plastic Surgery of the Face.” Dr. |. 

G. Lyerly. 

The next meeting will be held on Thursday, 
March 2, 1933, in the auditorium of Cabaniss 
Hall. The program will be as follows: 

1. “Clinical Studies on the Blood Sedi- 
mentation Rate.” Dr. William H. Higgins. 

2. “A Case Report of Abdominal Preg 
nancy.” Dr. H. Hudnall Ware, Jr. 

3. “Some Contributions of Biochemistry to 
the Sturdy of Epilepsy.” Dr. Sidney S. Negus. 

I. A. Bieeer, M. D., 
Chairman. 
The Tri-State Medical Association of the i 

Carolinas and Virginia i 

Held its annual meeting in Greenville, S. C., ' 
February 13th-15th. There was a registered ; 
attendance of about 125 and this was a very 
interesting meeting. The following are the 
officers elected for the ensuing vear: Presi- 
dent, Dr. Francis B. Johnson, Charleston, 
S. C.; vice-presidents, Dr. John W. Davis, Jr., 
Lynchburg, Va., Dr. Charles N. Wyatt, Green- 
ville, S. C., and Dr. Foy Roberson, Durham, 
N. C.; secretary-treasurer, Dr. J. M. Northing- 
ton (re-elected), Charlotte, N.C. Dr. Howard 
R. Masters, Richmond, is the new Virginia 
councilor who was elected for a term of three 
years. 

The 1934 place of meeting is to be selected 
by the board of councilors, but will be in 
some Virginia city. 

The American Delegation to the Second In- 
ternational Goiter Conference. 

The American Association for the Study of 
Goiter has arranged for a large representative 
American Delegation to go to the International 
Goiter Conference at Berne, Switzerland, 
August 10, 11, and 12, 1933. 

The Committee in'charge of mobilization of 
the delegation has secured an exceptionally low 
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rate for the voyage on the S. S. “President 
Roosevelt” from New York to Harve and re- 
turn. The sailing date is July 26th, and the 
ship should reach the French port August 3rd. 
This will allow sufficient time for a leisurely 
trip to Berne, with two or three days for 
Paris. 

A special feature of the going voyage will 
be a most attractive and educational round- 
table goiter discussion program. There will 
be daily sessions, each one of which will be 
conducted by some outstanding man. 

Members of the profession in good standing 
in their State or Provincial Societies who may 
wish to join the delegation in an unofficial 
capacity but allowed full participation in the 
voyage program and the reduced steamship 
rates, may do so by communicating with the 
Geographic Delegate of their Section, any 
member of the Invitation Committee, or Dr. 
J. R. Yung, Corresponding Secretary, Terre 
Haute, Ind. Proof of society standing will 
be required and should accompany request for 
enrollment, which is necessary before booking 
arrangements can be made with the steamship 
agent in charge of transportation matters. Dr. 
Martin B. Tinker, 404 Savings Bank Building, 
Ithaca, N. Y., is the Geographic Delegate for 
the following states: Maryland, Delaware, 
New York, Pennsylvania and Virginia. 


Graduate From Army Medical School. 

First Lieutenants Edward M. Sager, Peters- 
burg, Va., of the class of 1930, Medical Col- 
lege of Virginia, and A, Lacy Tynes, of the 
same class, University of Virginia, Depart- 
ment of Medicine, were graduated from the 
Army Medical School, Washington, D. C., on 
January 27th, and will shortly be given assign- 
ments at army stations. 


The Tri-State Hospital Association of Vir- 

ginia, North and South Carolina 

Will hold its annual conference in Charles- 
ton, S. C., on April 5th, 6th and 7th. An at- 
tractive program is being arranged and it is 
hoped there will be a large attendance. Mr. 
F. O. Bates, of Roper Hospital, Charleston, is 
president of the South Carolina section; Dr. 
Richard Boyd Davis, of Greensbile, is presi- 
dent and Mr, E. G. Farmer, of Wilson. secre- 
tary of the North Carolina section; and Dr. 
John Bell Williams, of St. Luke’s Hospital, 
Richmond, and Mr. M. Haskins Coleman, Jr.. 
of Johnston Willis Hospital, Richmond, presi- 
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and secretary, respectively, of the Vir- 
section. 


In Interest of Mentally Disordered Patients. 

Dr. William F. Drewry, Director of the 
Bureau of Mental Hygiene, State Department 
of Public Welfare, has been appointed by the 
National Committee for Mental Hygiene of 
which Dr. C. M. Hincks is general director, 
a mnember of a new committee—that on Men- 
tal Hospitals. This committee consists of 
twelve psychiatrists, representing different sec- 
tions of this country. It held its initial meet- 
ing January 27th, in New York, a full attend- 
ance being present. At this time there was a 
brief study outline of the present situation 
relative to the care of mental patients in this 
period of financial depression. Other meet- 
ings will be held from time to time, and the 
problem of the care of the insane thoroughly 
studied. 

Mr. Arthur W. James, Commissioner of the 
Virginia State Department of Public Welfare 
and also State Hospital Commissioner, was one 
of the invited guests of the committee. 


Dr. John Hamilton, 

Of the Northampton-Accomac Memorial 
Hospital, at Nassawadox, Va., attended the 
meeting of the American College of Physicians 
in Montreal, Canada, in February, at which 
time his fellowship in the College was con- 
ferred on him. 

Dr. W. Lowndes Peple, 

Richmond, Va., acted as toastmaster at the 
dinner of the annual reunion of the veterans 
of Base Hospital No. 45, held in Richmond 
on February 25. This organization is some- 
times called the McGuire Unit, as it was un- 
der the leadership of Dr. Stuart McGuire that 
it rendered distinguished service in France 
during the World War. 


Honoring Dr. Koch. 

In commemoration of the fiftieth anniver- 
sary of the discovery of the tubercle bacillus, 
by Dr. Robert Koch, of Germany, the National 
Tuberculosis Association last spring issued an 
English translation of his original report. 
This report, “The Aetiology of Tuberculosis,” 
was first published in the Berliner ATinische 
Wochenschrijt, in 1882, and has been trans- 
lated by Dr. and Mrs, Max Pinner, with a 
scholarly introduction by Dr. Allen K, Krause. 
This contains 48 pages with a green fabricoid 
cover and is attractively printed and is illus- 
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trated. They may be purchased for 50 cents 
a copy from the National Tuberculosis Asso- 
ciation, 450 Seventh Avenue, New York City. 


Dr. Howard A. Kelly, 

Baltimore, Md., was the guest of honor at 
a dinner given by his friends in that city, on 
February 20th, the occasion being his seventy- 
fifth birthday. Dr. Kelly is professor emeritus 
of gynecology at Johns Hopkins University 
School of Medicine, but his fame is by no 
means limited to that section of the country. 


Question Box. 

In arranging the program for our last an- 
nal meeting, it was stated we would have a 
(Question Box should sufficient interest be 
shown by the number and nature of questions 
submitted. As very few questions were re- 
ceived, it was decided that it would be im- 
practical to give time to this feature at our 
meeting but that they should be answered in 
an early issue of the Monruty. Those inter- 
ested will find the Questions with Answers 
published on page 747 of this number. 


Married. 

Dr. James Hunt Royster, Richmond, Va., 
and Miss Louise Moss, for several years super- 
intendent at Westbrook Sanatorium, Rich- 
mond, on February 22nd. 

Dr. Manfred Call, III, and Miss Mary Pop- 
penheim Miller, both of Richmond, Va., Feb- 
ruary 3rd. 

Dr. Tyler Robert Boling, Beckley, W. Va., 
recently of Tazewell County, Va., and Miss 
Helen Ruth Connell, Richmond, Va., Febru- 
ary 18th. They will be located at Beckley, W. 
Va. 


Dr. E. G. Gill, 

Roanoke, Va., as governor of the twenty- 
fourth district. presided at the conference of 
Lions Clubs in Virginia, which was held in 
Richmond, February 16th. 


Superintendent at Raleigh Hospital. 

Dr. Julian W. Ashby, recently assistant 
superintendent at the State Hospital for In- 
sane, Raleigh, N. C., has been appointed su- 
perintendent to succeed Dr. Albert) Anderson, 
deceased. 


Dr. Henry E. Davis, 

Who has been located in Williamsburg for 
some time, has opened offices in the new Theater 
Building. on Duke of Gloucester Street, that 
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place, and will be engaged in general prac 
tice. Dr. Davis is a member of the class of 
1911, Medical College of Virginia, and wa 
formerly located in Richmond. 


Obituary Record 


Dr. Armistead Landon Wellford, 

Well-known physician of Richmond, Va.. 
died February Ist, after a long illness. He 
was seventy-five years of age and a graduate 
of the Medical College of Virginia in 1880. 
Dr. Wellford had practiced medicine in Rich- 
mond for more than forty years, and had been 
a member of the Medical Society of Virginia 
for forty-six years. He is survived by his wife 
and two children. 


Dr. Charles Hyde Davidson, 

Lextington, Va., died January 23rd from 
pneumonia. He was born at Kerr’s Creek, 
Va., and was sixty years of age. Dr. David- 
son graduated from the University of Vir- 
ginia, Department of Medicine, in 1894. He 
had been one of the leading physicians in 
Lexington for thirty-two years and had been 
a member of the Medical Society of Virginia 
for twenty-eight years. Dr. Davidson was a 
bank director in Lexington and was secretary 
of the Board of Health of Rockbridge County. 


His wife and two children survive him. 


Dr. Morris Winston Gibbs, 

Formerly of Lynchburg, Va., died at his 
home in Bellevue, Va., January 30th. He was 
fifty-three years of age and graduated from 
the Medical College of Virginia in 1912. Dr. 
Gibbs was formerly a member of the Medical 
Society of Virginia. His wife and seven chil- 
dren survive him. 

Dr. Clifford R. Sperow, 

Martinsburg, W. Va., died December 9th 
of chronic myocarditis. He was fifty-seven 
years of age and a graduate of the Univer- 
sity of Virginia, Department of Medicine, in 
1898. 


Dr. Hannes Inberg, 

Danville, Va., died January 27th, at the age 
of fifty-three years. He was a graduate of 
the Bennett Medical College, Chicago, Ill., in 
1906. His wife survives him. 

Dr. Adam T. Finch. 

As we go to press we have just learned of 
the death of Dr. A. T. Finch, of Chase City. 
Notice will appear in our April issue. 
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